Vol. 11 No.6 
June, 1950 


IN THIS ISSUE: 


THE PRECANCEROUS DERMATOSES — Horne 


This prescription abbreviation for “a sufficient quantity” 
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the widespread availability of Lilly products works to 
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ORTH CAROL] 


“In general, symptomatic improvement 
[of menopausal symptoms] was striking within 
7 to L4 days after treatment...” with 


ee 
Premarin. 
Gray, L.: J. Clin. Endocrinol. 3:92 (Feb.) 1943. 


Many clinicians have found that “Premarin” therapy usually brings about 
prompt relief of distressing menopausal symptoms. Furthermore, sympto- 
matic improvement is followed by a gratifying sense of well-being in a 


majority of cases. This is the “plus” in “Premarin” therapy which tends 


to quickly restore the patient’s normal mental outlook. 


Four potencies of “Premarin” permit flexibility of dosage: 2.5 mg., 
1.25 mg., 0.625 mg., and 0.3 mg. tablets; also in liquid form, 0.625 mg. 


in each 4 ce. (1 teaspoonful). 


While sodium estrone sulfate is the principal estrogen in “Premarin,” 


other equine estrogens...estradiol, equilin, equilenin, hippulin...are 


probably also present in varying amounts as water-soluble conjugates. 


Estrogenic Substances (water-soluble) also known as 


Conjugated Estrogens (equine) 


Ayerst, McKenna & Harrison Limited 
22 Last 40th Street, New York 16, N.Y. 
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A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Coroline in a 


of long leaf pines. S. Route 1, six miles south 
Pines. This section for ite healthful climate. 
Ample facilities are afforded for recreational and occupational therapy, particularly out- 


of-d 

‘Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life varebleme; and by adjustment to his Heonality difficulties or 
modification of personality traits to effect a cure or improvement in disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 
Ane You 
GOING INTO PRIVATE PRACTICE SOON 


on do you intend to refurnish? 
We can equip your office complete— 
Reception Room Furniture — Consultation Room Furniture 
Examining and Treatment Furniture — X-Ray Equipment 
Short Wave Diathermy — Scientific Equipment 
Diagnostic Instruments — Laboratory Supplies 
Surgical Instruments a Dressings, Ampoules, etc. 


See our Representative in your area, or Visit our Stores 
LARGE DISPLAYS TO SELECT FROM 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 111 North Greene Street, Greensboro, N.C. 
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PINECREST SANITARIUM 


Owned and Operated by Anne and Fred Engelsberg 
ALCOHOLIC PATIENTS ACCEPTED 
At no time are hypodermics given or narcotics used 


Box 209 ‘Southern Pines, North Carolina Phone 8075 


BROAD STREET SANITARIUM 


Exclusively for the Treatment of 
ALCOHOLISM 


Conditioned Reflex Aversion and Other Latest Approved Methods 


Charles G. Young, M.D. Virgil Johnston 
Medical Director Managing Director 


Broad Street Road Telephone 6-1556 Richmond, Virginia 
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Aureomycin is now widely used for the ireat- 

ment of infections that have proven resistant to 

other chemotherapeutic agents, or combinations 

of such agents. Aureomycin does not commonly 

° provoke resistance in bacteria, and its ability to 
Resistant penetrate cell membranes and diffuse through 


Bacterial Infections the body fluids assures the presence of the 
therapeutic material everywhere it is needed, 


AUR E OMY CEN 


Aureomycin has been found effective for the 
control of the following infections: African tick- 
bite fever, acute amebiasis, bacterial and virus- 
like infections of the eye, bacteroides septicemia, 
boutonneuse fever, acute brucellosis, gonorrhea 
resistant to penicillin, Gram-positive infections 
(including those caused by streptococci, staph- 
ylococci, and pneumococci), Gram-negative 
infections (including those caused by the coli- 
aerogenes group), granuloma inguinale, H. in- 
fluenzae infections, lymphogranuloma venereum, 
peritonitis, primary atypical pneumonia, psit- 
tacosis (parrot fever), Q fever, rickettsialpox, 
Rocky Mountain spotted fever, subacute bac- 
terial endocarditis resistant to penicillin, tula- 
remia and typhus. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Goanamid COMPANY 


30 Rockefeller Plaza, New York 20, New York 


Capsules: Bottles of 25, 50 mg. each capsule. Bottles of 16, 250 mg. each capsule, 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 
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GE Service 


33 
ma pine 
It could happen to you; that “now-what-have-I-done”’ feeling that raced through the GE 
salesman’s mind as the Lynchburg, Virginia, officer curbed him with screaming siren. 


But read the story behind it. An emergency service call came in from 
Lynchburg to the Richmond office. The GE salesman in that area was enroute to 
take care of a previous call which took him through Lynchburg. GE immediately 
phoned the Chief of Police in Lynchburg and enlisted his cooperation in stopping 
the salesman as he entered town. Needless to add, emergency service was soon 
effected and a Lynchburg hospital's X-ray equipment was back in service in minutes! 

This story is typical of the hundreds of documented GE service reports in our 
files. A service which proudly lends a new, broader conception to the guarantee 
that stands back of every GE installation. 


GENERAL ELECTRIC 
X-RAY CORPORATION 


210 South Church Street Neil E. Bolick A. L. Harvey 
Charlotte, N. C. 1314 South Sunset Drive 1118 West Vance Street 


Winston-Salem, N. C. Wilson, N. C. 
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Upjchn 


Reduced mortality and morbidity have led 
the American Heart Association study group 
to recommend the use of anticoagulants as 
part of basic therapy “in all cases of coronary 
thrombosis with myocardial infarction.” 


Long-acting Depo*-Heparin preparations 
meet the clinical requirements for prompt 
and readily controlled anticoagulant effects 
in the treatment of coronary heart disease. 
Depo-Heparin Sodium, with or without vaso- 
constrictors, provides the natural anticoagu- 
lant in a gelatin and dextrose vehicle to 
produce anticoagulant effects for 24 hours or 
longer with a single injection. 
Methods of extraction, purification and assay 
have been so perfected by recent investigations 
of Upjohn research workers that Depo-Hepa- 
rin is now available in full clinical supply. 
1. Wright, et al: Am, Heart J. 36,801 (Dee.) 1948. 

* Trademark, Reg. U.S. Pat. Off 


Medicine... Produced with care... Designed for heatth 


THE UPJOHN COMPANY, KALAMAZO ve. MICHIGAé 
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A POSITIVE MEANS OF 


Whenever the need for dietary supple- 
mentation afises—as in anorexia, per- 
verted food habits, during and following 
illness, and in gastrointestinal disease 
—the regular use of Ovaltine in milk 
can be of signal value. Taken daily, this 
well-rounded multiple dietary supple- 
ment gives virtual assurance of nutri- 
tional adequacy. 

As indicated in the table, Ovaltine 
in milk provides virtually all essential 


nutrients in balanced, generous 
amounts. Its protein is biologically 
complete. It supplies not only B com- 
plex vitamins, but also vitamins A and 
D as well as ascorbic acid and essential 
minerals. 

The delightful taste and easy digest- 
ibility of this food beverage is relished 
by patients, hence the recommended 
three glassfuls daily are taken without 
resistance, 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings of Ovaltine, each made of 
Y oz. of Ovaltine and 8 oz. of whole milk,* provide: 


PHOSPHORUS. . . 


. . Gm. 


VITAMIN A 
VITAMINB:, 1.16 mg. 
RIBOFLAVIN 


VITAMIN C 
VITAMIN D 
CALORIES 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content, 


VII 
oO 
S 
| 
4 \ \\ f 
‘ 
RI 
| 
OVALTING 
CARBOHYDRATE. . . . . 65 Gm. 


June, 1950 


Medical Society of the State of North Carolina 


OFFICERS 1949-1950 
President—G. WESTBROOK MurPHY, M.D., Asheville 
President-Elect—RoscoE D. MCMILLAN, M.D., Red Springs 
First Vice President—BEN ROYAL, M.D., Morehead City 
Second Vice President—JosrePH A. ELLIOTT, M.D., Charlotte 
Secretary-Treasurer—MILLARD D. HILL, M.D. (1949-1952), Raleigh 
Executive Secretary-—-MR. JAMES T. BARNES, Raleigh 


COUNCILORS 1949-1952 
First District—Zack D. OWENS, M.D., Elizabeth City 
Second District—ALBAN PAPINEAU, M.D., Plymouth 
Third District—DONALD B. Koonce, M.D., Wilmington 
Fourth District—BAHNSON WEATHERS, M.D., Roanoke Rapids 
Fifth —istrict-—Hucu A. MCALLISTER, M.D., Lumberton 
Sixth District—ARTHUR H. LONDON, JR., M.D., Durham 
Seventh District—LESTER A. CROWELL, JR., M.D., Lincolnton 
Eighth District—JAMES H. MCNEILL, M.D., North Wilkesboro 
Ninth District—IRVING E. SHAFER, M.D., Salisbury 
Tenth District—WILLIAM A. SAMS, M.D., Marshall 


The above-named officers and councilors constitute the Executive 
Committee of the Society . 


SECTION CHAIRMEN 1949-1950 


General Practice of Medicine and Surgery—WILLIAM T. WARD, M.D., 
Raleigh 


Ophthalmology and Otolaryngology—HENry H. Briccs, M.D., Asheville 
Practice of Medicine—DAvip CAYER, M.D., Winston-Salem 

General Surgery—W. PAUL SANGER, M.D., Charlotte 
Pediatrics—WILLIAM EUGENE KEITER, M.D., Kinston 

Gynecology and Obstetrics—F. BAYARD CARTER, M.D., Durham 

Public Health and Education—SAMUEL B. MCPHEETERS, M.D., Goldsboro 
Neurology and Psychiatry—R. BURKE SuItTt, M.D., Durham 
Radiology—ALLAN D. TUGGLE, M.D., Charlotte 

Pathology—THoMAS N. LIDE, M.D., Winston-Salem 


whether the sneeze 
is seasonal or perennial 


TriMETON® offers more patients greater symptomatic relief, In 
severe hay fever TRIMETON was found to be the most effective 
antihistamine among six drugs tested, affording relief to 75 per 
cent of patients.' In mild hay fever, benefit is obtained by 90 per 
cent of patients, 


In perennial allergic rhinitis, “TrimeTon .. . is distinctly supe- 
rior... and... was strikingly effective. ... The figure of 85 per 
cent satisfactorily treated patients is impressive.” 


(brand of prophenpyridamine) 


TRIMETON, a potent, well tolerated antihistamine is also indicated for 
symptomatic control of urticaria, angioedema, atopic eczema and derma- 
titis, antibiotic sensitivity reactions and some cases of asthma. 


TRiMETON is available in 25 mg. scored tablets. Bottles of 100 and 1000, 


Bibliography: 1. Loveless, M. H., and Dworin, M.: J, Am. 
M. Women’s A, 4:105, 1949. 2. Schiller, 1. W., and Lowell, 
F. C.: New England J. Med. 240:215, 1949, 
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JACKSON, MICHIGAN 


World’s Largest Manufacturers 
of Scientific Supports 


S, H. CAMP and COMPANY 


Offices in New York ¢ Chicago 
Windsor, Ontario * London, England 


| 


WHEN OBESITY 1S A PROBLEM 


Clinicians have long noted 
that the forward bulk of the 
heavy abdomen with its fat- 
laden wall moves the center 
of gravity forward. As the 
patient tries to balance the 
load, the lumbar and cervical 
curves of the spine are in- 
creased, the head is carried 
forward and the shoulders 
become rounded. Often there 
is associated visceroptosis. 
Camp Supports have a long 
history among clinicians for 
their efficacy in supporting 
the pendulous abdomen. The 
highly specialized designs and 
the unique Camp system of 
controlled adjustment help 
steady the pelvis and hold the 
viscera upward and backward. 
There is no constriction of 
the abdomen, and effective 
support is given to the spine. 
Physicians may rely on 
the Camp-trained fitter for 
precise execution of all in- 
structions. 

If you do not have a copy of 
the Camp ‘‘Reference Book 
for Physicians and Surgeons’’, 
it will be sent on request. 


Scientiftc Supports 


THIS EMBLEM is displayed only by reliable merchants 
in your community. Camp Scientific Supports are never 
sold by door-to-door canvassers. Prices are based on: 
intrinsic value. Regular technical and ethical training of 
Camp fitters insures precise and conscientious attention 
to your recommendations. 
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Cosinee in vitro studies have shown that Milibis, the new 
amebacide, is one of the most powerful of all drugs commonly 
used against Endamoeba histolytica. In clinical tests Milibis 

has given excellent results in over 1000 cases. In those 
that could be followed parasitologically for prolonged 
periods, negative stools were obtained consistently in 82.6 
per cent after one to four courses of Milibis treatment. 
There were virtually no side effects. Average dose for 
adults: 2 tablets three times daily for seven days. If the 
stools remain positive the course should be repeated. 
Supplied in tablets of 0.25 Gm., bottles of 50. 


UL) 


Bismuth Glycolylarsanilate 


Milibis, trademark 
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Mother after Mother says, ba 


BAKER’S 
MODIFIED MILK 


BAKERS 


MODIFIED 
BAERS. 


Made in Wisconsin 
from Grade A Milk 


Powder and Liquid 


physician who prescribes Baker’s Modified 
Milk simplifies infant feeding problems for 
himself as well as mothers. Mothers and doctors both 
find their experience with Baker’s pleasant—and 
time-saving, because Baker’s is so readily prepared 
for infant feeding —equal parts of Baker’s and water, 
previously boiled. No change in formula is required 
as baby grows older—just an increase in the quantity 
of each feeding, 
Today, more and more doctors are getting highly 
satisfactory results for most of their infant feeding 
cases by prescribing Baker’s Modified Milk. Doctors 
who prescribe Baker’s will tell you they favor Baker’s 
because of its wide application. With Baker’s, most 
babies require fewer feeding adjustments from birth 
to the end of the bottle feeding period. 


You are invited to write for complete informa- 
tion about this highly nutritious food for infants. 


BAKER’S MODIFIED MILK 


THE BAKER LABORATORIES INC. 
Main Office: Cleveland, Ohio Division Offices: San Francisco, Los Angeles, 
Plant: East Troy, Wisconsin Dallas, Denver, Seattle and Greensboro, N. C. 
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PURODIGIN is available in three strengths: Tablets of 0.1 mg., 
0.15 mg., and 0.2 mg. This facilitates closer adjustment of main- 


tenance dosage to the patient's requirements . . . minimizes need 


to “stagger” larger and smaller doses or to prescribe irregular 
intervals between doses. 

For reliable, efficient cardiotherapy, specify PURODIGIN— 
pure crystalline digitoxin, Wyeth. 
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A. M.A. CONVENTION 


Make Our 
Doctors’ Lounge 
Your Club 


You'll find it on the main floor . . . designed 
for your comfort. Drop in. Rest... read... 
smoke ... or just chat. 

If you like, have your mail addressed ¢/o 
Philip Morris Doctors’ Lounge. Civie Audi- 
torium, San Francisco. 

Ask at the Lounge for any service that 
you fancy. We can’t promise to deliver. but 
we certainly promise to try. 


Philip Morris 


& LTD., INC... 100 PARK AVE... NEW YORK 


Be sure to visit the Philip Morris Exhibit... Space H-2 and 1-1 
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DIGITALIS 


and the philosophy of 
maturity... 


The recognition of the need to preserve those values 
which continue to prove their usefulness over gener- 
ations is a prominent indication of maturity in 
therapeutics, as in individuals. 


DIGITALIS WHOLE LEAF — THE TIME-PROVED 
CARDIAC REGULATOR — has been of unmistak- 
able value since its first reported use by Withering 
over 150 years ago. 


Since its founding, Charles C. Haskell and Company 
has supplied the medical profession with a biolog- 
ically standardized, clinically tested preparation 
meeting the exacting requirements of physicians 
confronted with cardiac emergencies. 


KELL? 


Available in. tablets of } 
U. S. P. Unit in bottles con- 
taining 100, 500, and 1,000. 


CHARLES C. HASKELL & CO., INC. 
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Ramses 


VAGINAL 
JELLY 


PROVIDES PROTECTION WITHOUT IRRITATION 


Evidence obtained by direct-color photog- 
raphy shows that the cervix remains 
occluded for as long as ten hours after an 
application of “RAMSES’* Vaginal Jelly. 


“RAMSES” Vaginal Jelly immobilizes 
sperm in the fastest time recognized under 
the authoritative Brown and Gamble 
mcthod of measuring the spermatocidal 
power of vaginal jellies or creams. This has 
been established by repeated tests for 
spermatocidal activity conducted by an 
accredited independent laboratory. 


Clinical observation of patients receiving 


daily applications of “RAMSES” Vaginal 
Jelly for three-week periods reveals no evi- 
dence of irritation or other untoward effect. 


“RAMSES” Vaginal Jelly is acceptable to 
even the most fastidious patient because 
it provides efficient protection without 
leakage or excessive lubrication. It is avail- 
able at all pharmacies in regular and large 
tubes; the regular tube is also available in 
a package containing a measured appli- 
cator. 


active inceepients: Dodecaethyleneglycol Mono- 
laurate 5%, Boric Acid 1%, Alcohol 5%. 


+ 423 West 55th Street, New York 19, N.Y. 


4 Chor gynecological division 


*The word “RAMSES” is a registered trodemork of Julius Schmid, Inc. 
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progress in surgical 
anesthesia 


Longer-lasting relaxation 

of skeletal muscles 

in anesthesia 

is now accomplished 

more satisfactorily 

with ‘Metubine Iodide’ 
(Dimethyl-tubocurarine Iodide, 
Lilly). 


With older curarizing drugs, 
depression of 

the respiratory mechanism 
appeared relatively early. 
Although a delayed influence 
on respiratory muscles occurs 
with ‘Metubine lodide,’ 

it is generally mild and fleeting. 
This delay provides 

a longer period 

of satisfactory relaxation. 


When ‘Metubine [odide’ is used, 
dosage of both the anesthetic 

and the relaxant may be smaller, 
and safety of the patient is enhanced. 


4 
< 


Detailed information and literature 
on ‘Merusine lopipe’ are supplied 
through your M.S.R.* 


. 


*M.S.R.— Lilly Medical SERVICE Representative 
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THE PRECANCEROUS DERMATOSES 
S. F. HorNE, M.D. 
Rocky MOUNT 


The problem of cancer is a challenge to 
the nation. Although our knowledge of ma- 
lignant disease is growing, there is as yet 
no specific or infallible therapeutic remedy. 
The results of treatment depend upon the 
parts involved, the degree of malignancy of 
the lesion, the potency of the therapy, and 
other factors; but the mortality rates indi- 
cate that the outcome is always uncertain. 
In the early stage of carcinoma, however— 
before the lesion becomes invasive and me- 
tastasis has occurred—a cure can frequently 
be obtained. It is important, therefore, to rec- 
ognize the disease in its early stage and in- 
stitute adequate therapy. 

Early recognition is much easier in cases 
of primary cancer of the skin and orificial 
mucous membranes than in visceral carci- 
noma. Even better than early recognition, 
however, is prevention. Many cutaneous can- 
cers develop in recognizable lesions of long 
standing, and in most instances it is possible 
to diagnose and eradicate such precancerous 
lesions. When this type of prevention is more 
widely practiced, there will be a substantial 
reduction in the morbidity and mortality 
from cancer of the skin. 

The prevention of cutaneous malignancy 
is largely in the hands of the general prac- 
titioner. It is to him that the patient goes 
first. The family physician must be alert to 
recognize the malignant potentialities of cer- 
tain changes in the skin. The precancerous 
dermatoses must not be considered lightly. 
The value of early diagnosis and prompt and 
adequate treatment cannot be overemphasiz- 
ed. Rarely, if ever, does the physician have 
a better opportunity to practice preventive 
medicine. 


From the Department of Dermatology and Syphilology, Park 
View Hospital and Rocky Mount Sanatorium, Rocky Mount, 
North Carolina. 


A number of the precancerous dermatoses 
have several factors in common. They can 
be classified into five groups: (1) those due 
to physical or chemical agents, (2) certain 
cutaneous diseases, (3) the new growths, (4) 
degenerative changes, and (5) the congeni- 
tal abnormalities of the skin. 

Two lesions which are often included 
among the precanceroses are omitted from 
this discussion. These are Bowen’s disease 
(squamous cell carcinoma in situ) and Pa- 
get’s disease. Since these diseases have the 
characteristics of malignant growths from 
their first appearance, they are better con- 
sidered as true neoplasms rather than as pre- 
cancerous dermatoses. 


Dermatoses Due to Physical Agents 
Cicatrix 

It is not unusual for a malignant neoplasm 
to develop in a scar. Cancers are especially 
apt to occur in scars resulting from burns 
(fig. 1), but they may develop in scars fol- 
lowing frostbite, syphilis, ulcers, carbuncles, 
and various forms of trauma. Frequently 
the malignant lesion appears after a cicatrix 
is traumatized, and malignant degeneration 
may occur several decades after the first in- 
jury. 

Because of the dense sclerotic tissue, the 
neoplasm usually evolves slowly in scar tis- 
sue. However, it is almost always squamous 
cell in type and may invade and metastasize 
rapidly when normal tissue is reached. 

The first manifestation of change in the 
tissue of the scar is the development of in- 
durated ulcers or of verrucous lesions. All 
large scars should be inspected once a year. 
If ulceration occurs and local therapy does 
not produce healing within a month, a biop- 
sy should be made. Even if there is no proof 
of carcinoma, it is wise to do a plastic repair 
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Fig. 1. Twelve year old boy with a squamous 
cell carcinoma in a scar resulting from a burn. 


and remove the danger area. If warty, kera- 
totic lesions appear or if there is a proven 
malignant neoplasm, excision followed by 
plastic repair is the treatment of choice. 


skin (sailor’s skin) 

Skin which has been exposed excessively 
to the sun for many years is a fertile area 
for the development of keratoses and cutane- 
ous cancer. Usually the patients are middle- 
aged or elderly, but they may be young 
adults. The blonde or red-haired individual 
with a fair skin is especially prone to the 
development of such lesions. A low tolerance 
to ultraviolet radiation is probably a predis- 
posing factor. 

The skin becomes dry and wrinkled, and 
the lips are dry and have a tendency to fis- 
sure formation. Permanent lentigines devel- 
op, and telangiectasia and white sclerotic 
areas may appear. The condition strongly 
resembles senile skin and, at times, roentgen 
dermatitis and xeroderma pigmentosa. Se- 
nile keratoses are frequent. 

The neoplasm is frequently squamous cell 
in type, but may be basal cell. It is often of 
low malignancy, and is usually preceded by a 
senile keratosis. The nodular, rolled, telan- 
giectatic basal cell carcinoma and the irreg- 
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ular, ulcerated, crusted, infiltrated squamous 
cell carcinoma are familiar to all physicians. 
It must be emphasized, however, that a defi- 
nite diagnosis as to the type of malignancy 
can be made only by microscopic study. 

Patients who have a low tolerance to ac- 
tinic rays or who have a skin of the type 
described above must avoid direct and re- 
flected sunlight, or must be adequately pro- 
tected. A lotion or cream containing 5 per 
cent para-aminobenzoic acid gives almost 
complete protection’. Once keratotic areas 
or neoplasms appear, they must be eradicated 
immediately by expertly administered roent- 
gen therapy, by the curette and cautery, or 
by excision. It is better to remove keratoses 
by cauterization or excision than by irradi- 
ation. If a large number of keratoses are 
present, it becomes necessary to observe the 
patient at frequent intervals and to destroy 
those which show changes and any that ap- 
pear on the lips. Immediate eradication of all 
lesions which appear carcinomatous (ulcer- 
ated lesions, infiltrating lesions, and lesions 
which bleed easily or are growing) is im- 
perative. 
Radiodermatitis 

The term “radiodermatitis” includes reac- 
tions caused by exposure to radioactive ele- 
ments or to roentgen rays. The acute reac- 
tion may be of varying degrees of severity. 
A first degree reaction consists of simple 
cutaneous erythema and slight edema. It 
usually appears within seven to ten days 
after exposure and is gone within a month, 
although pigmentation may remain for sev- 
eral weeks. The hair in the area falls out 
in three weeks, but may grow back later. 
When the changes progress beyond hyper- 
emia and edema into vesiculation or superfi- 
cial erosion, a second degree dermatitis is 
said to be present. The reaction is likely to 
start a few days earlier than a first degree 
reaction. The skin is scarlet in color, and 
soon becomes livid; intense edema, and fi- 
nally erosion of the surface follow. There 
may or may not be antecedent vesicle forma- 
tion. Spontaneous healing takes place in six 
to twelve weeks, depending upon the extent 
and intensity of the injury. The hair in the 
area falls out in three weeks, and the alo- 
pecia is permanent. 

When the ulceration or necrosis involves 
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Fig. 2. Third degree roentgen dermatitis at the 
tips of the fingers; the base of the fingers prob- 
ably show a second degree roentgen dermatitis. 


the corium, a third degree reaction has oc- 
curred (fig. 2). The erythema is likely to 
appear within twenty-four to forty-eight 
hours after exposure, and the involved area 
rapidly becomes livid, edematous and painful. 
An indolent ulcer is the end result. The time 
required for healing varies from a few 
months to years, depending upon the size of 
the ulcer. If the lesion has not shown signs 
of healing within twelve to eighteen months, 
it usually will persist indefinitely. 

Although the indolent ulcer resulting from 
a third degree roentgen reaction may under- 
go malignant degeneration, it is less dan- 
gerous than the late sequelae of roentgen 
burns — telangiectasia, atrophy, sclerosis, 
keratosis, pigmentation, depigmentation, 
sears, and late ulceration (fig. 3). Various 
combinations of these lesions are seen in 
chronic radiodermatitis, which is more likely 
to occur following a second or third degree 
reaction than after simple erythema. 

Areas of chronic radiodermatitis are a 
definite menace. The incidence of malignant 
degeneration in such aréas (fig. 4) has been 
reported to be 10 per cent’. The cancer is 
usually preceded by a keratosis or ulcer and 
is almost always squamous cell in type, al- 
though it is often of relatively low grade 
malignancy. Epitheliomas have been known 
to develop as early as two years after exces- 
sive radiation, but usually occur many years 
after the exposure. 

The treatment of radiodermatitis depends 
upon the type of process present. If telan- 
giectasia and atrophy are the only changes, 
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Fig. 3. Atrophy, pigmentation, and depigmen- 
tation of chronic roentgen dermatitis following 
roentgen therapy for Hodgkin's disease. 


no therapy is necessary, but the patient 
should be observed once a year. Keratoses 
should be destroyed by electrosurgery or re- 
moved by a plastic repair operation. When 
ulceration occurs in an area of chronic ra- 
diodermatitis, topical therapy is indicated 
for a few weeks; if healing does not take 
place promptly, however, the ulcer should be 
excised. An acute third degree reaction 
should be excised as soon as the area of ul- 
ceration can be determined. Plastic repair 
of the defect is usually necessary, but the 
procedure saves time and suffering and re- 
moves tissue which would be a menace. 

The palliative treatment of roentgen re- 
actions includes wet dressings and bland lo- 
tions and ointments. For the eroded or ulcer- 
ated area, after the crusts and debris have 
been removed by wet dressings, the applica- 
tion of aloe vera leaf or jelly is the most ef- 
fective treatment. 


Dermatoses Due to Chemical Agents 

Arsenical keratosis 

Inorganic arsenic, no matter how admin- 
istered, may cause keratoses. Some individ- 
uals are more intolerant to arsenic and more 
susceptible to the development of keratoses 
than others. Fowler’s solution is usually the 
offending agent, but occupational contact 
may be responsible. Such contact occurs 
among workers in Paris green, those who 
make or handle wall paper, furriers, tanners, 
tree and shrubbery sprayers, taxidermists, 
and others. 

Arsenical keratoses have a predilection for 
the palms and soles, but occasionally they 
may be more or less generalized. Often there 
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Fig. 4. Chronic roentgen dermatitis of the face. 
Roentgen therapy was given for hypertrichosis. 
Squamous cell carcinomas are present on the 
nose and below the lip, and there is a keratotic 
lesion on the chin. 


is an accompanying pigmentation of the 
trunk which may be of the so-called “rain 
drop” type. The characteristic picture is a 
diffuse hyperkeratosis of the palms and 
soles, throughout which are scattered innum- 
erable punctate, deep-seated keratoses (fig 
5). Arsenic excreted in the sweat may cause 
hyperkeratosis about the orifices of the 
sweat glands. The cutaneous reaction may 
appear within a few months to many years 
after the first exposure to arsenic. If malig- 
nant degeneration occurs, the carcinoma is 
usually squamous cell in type, but the drug 
may cause different types of cancers and 
precancerous dermatoses in the same _ pa- 
tient. 

The best treatment is prevention. The in- 
discriminate use of arsenic by physicians is 
to be avoided, and individuals who have oc- 
cupational exposure to arsenic should be ade- 
quately protected. Once the keratoses have 
appeared, the patient should use a bland sof- 
tening agent such as lanolin, and the large 
discrete lesions should be destroyed by elec- 
trosurgery. Frequent observation of the pa- 
tient is necessary. 
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Fig. 5. Arsenical keratoses. Note the diffuse 
tylosis of the soles and the punctate areas of 
hyperkeratosis. 


Industrial keratoses 


In addition to the arsenicals, other chemi- 
cal substances may produce chronic inflam- 
matory conditions or keratoses, from which 
‘“arcinomas occasionally arise. The danger- 
ous influence of these agents assumes an im- 
portant role in industrial medicine. The sub- 
stances most often responsible for skin al- 
terations are tar and the various products 
of coal distillation. Other agents which may 
produce precancerous dermatoses are soot, 
pitch, paraffin, petrolatum, aniline, asphalt, 
mineral oils, synthetic tars, and certain pure 
hydrocarbon compounds. Thus, the incidence 
of skin cancer is relatively high among tar 
distillers, fishermen, roofers, chimney sweep- 
ers, mule spinners, railway engineers, gas 
works employees, road tar sprayers, and 
lamp black workers. 

Tar carcinoma usually follows an acute 
dermatitis which becomes chronic when the 
patient continues to be exposed to the irritat- 
ing substance. Many years may elapse be- 
fore carcinoma develops, and occasionally 
tar cancer may develop without any preced- 
ing visible alteration of the skin. Wart-like 
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Fig. 6. Extensive lupus vulgaris. The nose was 
amputated because of an erroneous diagnosis 
of carcinoma. 


keratoses frequently appear and, after many 
years, undergo malignant transformation. 
Squamous cell carcinoma of relatively low 
malignancy is the type usually found in 
such cases. These patients should be treated 
in the same manner as patients who have 
arsenical keratoses. 


Fig. 7. Close-up of the same patient seen in 
figure 6. Note the scars and nodules (tuber- 
cles). 
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Cutaneous Diseases 


Certain diseases of the skin—notably lu- 
pus vulgaris, lupus erythematosus, and syph- 
ilis—have long been considered as precan- 
cerous. When a malignant growth develops 
in the area involved by one of these diseases, 
it appears at the site of a scar or ulcer. Since 
it is well known that any cicatrix or break 
in the continuity of the epithelium or mu- 
cous membrane is a site of potential malig- 
nant transformation, it is questionable 
whether these tumors are due to specific tis- 
sue changes of the disease. In my opinion, 
it is doubtful that these diseases produce spe- 
cific precancerous changes within the tis- 
sue. 


Lupus vulgaris 

Lupus vulgaris is true tuberculosis of the 
skin and is characterized by the presence of 
pinhead-sized, brownish red papules or no- 
dules which have a characteristic appearance 
under pressure with a glass slide and a tu- 
berculous architecture on section (figs. 6 and 
7). The onset usually occurs early in life, 
and the face is the site most commonly in- 
volved. The course is chronic, and there is 
considerable scarring. It is typical for new 
tubercles to form in the margin of the lesion 
as well as in the healed area. The clinical 
picture may ultimately be that of a hypertro- 
phic, verrucous, or tumorous lesion. 

The reported incidence of malignant trans- 
formation varies from 0.5 to 2.0 per cent". 
Squamous cell carcinoma is the type usually 
encountered, but growth may be slow because 


3. Ormsby, O. S. and Montgomery, H.: Diseases of the Skin, 
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Fig. 8 Discoid lupus erythematosus. The le- 
sions do not show up well, but the atrophy in 
the center of the lesions is apparent, 
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Fig. 9 Nodulo-ulecerative gumma of 
the knee. Note the nodules in the 
periphery and the tendency to spon- 
taneous healing in the center. 


of the dense scar tissue. 

The diagnosis of the carcinoma is not al- 
ways easy. In the early stages it may be 
mistaken for active lupus nodules. The ap- 
pearance of warty excrescences, a pearly no- 
dule, or an indurated ulcer should be re- 
garded with suspicion, and a biopsy should 
be made. The malignant lesion should be 
treated by excision, plastic surgery, or elec- 
trosurgery. Excision followed by plastic re- 
pair probably offers the best results. 


Lupus erythematosus 

Lupus erythematosus occurs in three 
forms: acute disseminated, acute non-dis- 
seminated, and discoid. The last is the most 
common, and the one most often associated 
with malignant transformation. 

Discoid lupus erythematosus is character- 
ized by nummular patches most frequently 
found on the face or scalp. The typical le- 
sion is violaceous, telangiectatic, and cov- 
ered with an adherent scale which dips down 
into patulous follicles, producing horny 
plugs (fig. 8). Coalescence of the patches is 
frequent, and may produce a butterfly-shap- 
ed lesion over the nose and cheeks. Atrophy 
and sclerosis result from degeneration of the 
lesion, and there is permanent alopecia in 
hairy areas. 

It is in these atrophic scars that carci- 
noma, usually of the squamous cell type, may 
arise. This complication is said to occur in 4 
per cent of the cases, and although lupus 
ervthematosus is three times more common 
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Fig. 10. An enormous cutan- Fig. 11. Cutaneous horn of 
eous horn with a squamous 
cell carcinoma at the base. 


the lower lip with a squamous 
cell carcinoma at the base. 


in women, malignant degeneration is three 
times more frequent in men'"’. As is the case 
with most carcinomas developing in scar tis- 
sue, the grade of malignancy is low and evo- 
lution of the tumor is slow until normal tis- 
sue is reached; then the spread may be rapid. 
The neoplasm should be destroyed with elec- 
trosurgery. 


Syphilis 

Syphilis may produce changes in the skin 
which favor the development of carcinomas. 
Such changes are principally in the nature 
of ulcerated gummas and scars of late syph- 
ilitic lesions (fig. 9). While this disease 
plays a relatively minor role in the develop- 
ment of carcinoma on the smooth skin, it is 
closely associated with the etiology and path- 
ogenesis of leukoplakia, which will be dis- 
cussed later. 

Both ulcerating and vegetating tumors of 
the squamous cell variety may be found. 
When a carcinoma has arisen in a syphilitic 
lesion, the therapeutic regimen should be gov- 
erned by the indications of both diseases. 
The syphilitic lesion will resvond rapidly to 
penicillin, but no form of antisyphilitic 
treatment has any beneficial effect on the 
sarcinoma. The principles of therapy that 
were discussed in connection with carcinoma 
occurring in scars apply here. 

Uleers and fistulas 
It has been stated that any persistent break 
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in the continuity of the epithelium or mu- 
cous membrane is to be viewed with suspi- 
cion. Chronic ulcers which refuse to heal, 
regardless of etiology and location, may give 
rise to squamous cell carcinoma. These le- 
sions should be examined by biopsy, but it 
must be remembered that the histologic dif- 
ferentiation between pseudoepitheliomatous 
hyperplasia and carcinoma is not always 
easy. The treatment of choice for such a le- 
sion is excision followed by plastic repair. 


Sebaceous cysts 

The clinical picture of the sebaceous cyst 
is familiar to everyone. Carcinoma may oc- 
casionally develop in the cyst wall and is usu- 
ally squamous cell in type, although basal 
cell carcinomas have been reported. The 
cyst may be treated by excision or by de- 
struction of the cyst wall. The latter is ac- 
complished by expressing the contents and 
‘auterizing the sac with tincture of iodine, 
silver nitrate crystals, trichloracetic acid, 
phenol, or fulguration. Recurrences are less 
frequent after excision. The malignant po- 
tentialities of a sebaceous cyst are not suf- 
ficient to make its removal advisable”. 

New Growths 

This group is the most important of the 
precancerous dermatoses. The lesions are 
common and the incidence of malignant 
change, except in seborrheic keratosis, is 
high. 

Cutaneous horns 

These peculiar, circumscribed keratoses 
may develop from apparently normal skin 
or from a wart, sear, callus, or, most fre- 
quently, a keratosis. They are solid, dry, con- 
ical outgrowths that may be straight, curved 
or spiral, multiple or single. They are more 
common in the latter decades of life, and oc- 
cur most frequently on the face, hands and 
penis (figs. 10 and 11). 

The base of these lesions readily assumes 
malignant characteristics. The incidence of 
malignant change has been reported as 14 
per cent’, but is probably higher. The tu- 
mor is squamous cell in type. 

Cutaneous horns should be eradicated as 
soon as the diagnosis is made. Small ones 
may be removed with a curette after the le- 
sion has been electrodessicated. Large ones 

Wile, U, J.: Personal communication. 
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may be surgically excised. Those in which 
carcinomatous change has taken place may 
be treated with the curette and cautery, by 
excision, or by roentgen therapy. 
Erythroplasia 

This rare condition attacks the glans penis, 
prepuce, lips, or vulva. There may be one or 
several lesions which first appear as sharply 
defined, small, erythematous, maculopapular 
patches. The surface has a peculiar velvety 
appearance. It may ooze, but secondary 
crusting or scaling is usually not seen. The 
lesions grow slowly and may coalesce. The 
patient often complains of stinging or itch- 
ing—a symptom which may lead to a mis- 
taken diagnosis of lichen planus, psoriasis, 
eczema, or moniliasis. 

In every case observed over a long period 
of time, squamous cell carcinoma with lymph 
node involvement has developed’. The ap- 
pearance of a papillomatous growth or of ul- 
ceration is evidence that malignant degenera- 
tion has occurred. 

The lesion must be adequately destroyed 
by fulguration or removed surgically. X-ray 
and radium are not effective. 

Senile keratosis 

The senile keratosis is the most common 
forerunner of cutaneous cancer, particularly 
squamous cell carcinoma. The lesions are 
often multiple and are so frequently associat- 
ed with senile atrophy of the skin that they 
may be considered part of the syndrome (fig. 
12). They are usually seen in elderly people, 
but rarely appear in the Negro, American In- 
dian, and Arab. The exposed areas of the 
body (face, hands, forearms) are the sites 
usually involved, but occasionally keratoses 
appear on the trunk and on the lips. They 
are particularly dangerous in the latter site. 

The lesions are irregular in contour, and 
in the early stage consist of a thickened, 
horny layer of scale which is firmly adher- 
ent. The color is usually gray, but may be 
brown, dull red, or yellowish. The scale may 
exfoliate, but recurrence is the rule. Often 
the lesion is not sharply outlined. The early 
lesions are barely elevated above the skin 
surface. The older ones are more elevated, 
and this sign is a danger signal giving evi- 
dence of malignant change (fig. 13). 

It is advisable to eradicate a senile kera- 
tosis as soon as it is diagnosed, especially 
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Fig. 12. Senile skin, multiple senile keratoses, 
and a squamous cell carcinoma (below the ear). 


when life expectancy is reasonably long. Cer- 
tainly those occurring on the lips should be 
destroyed immediately. If there are multiple 
lesions on the skin, it may be wise to observe 
them at frequent intervals and destroy any 
that appear to be changing. The evolution 


of carcinoma in a keratosis is slow, so that 
there is usually time to detect the transition 
and institute proper treatment. 

The lesions can be conveniently and ade- 
quately treated by curettage and electrodes- 
iccation or cauterization. The patients should 
avoid exposure to sunlight, and should use 
a protective cream when it is necessary to go 
outside. 

Seborrheic keratoses 

Seborrheic keratoses are sharply marg- 
inated, round or oval, raised, firm (but not 
hard), freely movable, greasy, rough lesions 
which are frequently multiple (fig. 14). The 
color varies from yellowish brown to brown- 
ish black. They are most abundant on the 
trunk, and more rarely occur on the face and 
the back of the hands. When the surface is 
removed, the follicular openings are fre- 
quently evident as small black dots. The 
lesions evolve slowly and do not involute 
spontaneously, although the scale may be 
shed from time to time. There may be mild 
itching or a sense of irritation, but symp- 
toms are usually absent. 

There is considerable difference of opinion 
as to whether or not seborrheic keratoses 
ever give rise to carcinoma. A number of 
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Fig. 13. Senile keratoses and squamous cell 
carcinomas of the dorsa of the hands. 


observers believe that they have seen cases 
in which carcinoma, usually of the basal cell 
type, developed in these lesions. It is appar- 
ent, however, that malignant degeneration 
occurs much less frequently in seborrheic 
than in senile keratoses. 

It is not necessary to destroy these lesions, 
but they should be observed every six months. 
If the growth becomes more rapid or infil- 
tration appears in a lesion, it can be easily 
electrodessicated and removed with a cu- 
rette. A mildly keratolytic ointment such as 
3 per cent salicylic acid in cold cream will 
often keep the lesions flat, so that they give 
less trouble to the patient. 


Degenerative Changes 

Kraurosis 

This condition has been variously defined 
by different authors, and has been called 
kraurosis vulvae in the female and balanitis 
xerotica obliterans in the male. In the fe- 
male it is characterized by a sclerosing atro- 
phic process of the external genitalia which 
may remain localized or may gradually lead 
to stenosis of the vaginal orifice, disappear- 
ance of the clitoris and labia minora, and 
flattening of the labia majora. It usually oc- 
curs in women past the menopause. In the 
male the process involves the glans penis, the 
prepuce, or both, and may be diffuse or lo- 
calized. Atrophy and sclerosis produce nar- 
rowing of the meatus which may continue 
to complete stenosis. 

In either sex the onset may be marked by 
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Fig. 14. Multiple seborrheic keratoses of the 
back. Note the sharp margination, the variation 
in color, and the appearance of being stuck on. 


edema and a pink to red color, but dry, atro- 
phic, thin, glossy, white, sclerotic tissue is 
the characteristic picture. The disease is to 
be differentiated from morphea, neuroder- 
matitis, lichen sclerosus et atrophicans, li- 
chen planus, erythroplasia, and leukoplakia. 
Itching may be intense, and is often the pre- 
senting complaint. In addition, the patient 
may complain of dysuria, pain on erection, 
and, if the anus is involved, pain on defeca- 
tion. 

Carcinoma, usually grade 1 or 2 squamous 
cell, may arise from an area of kraurosis. The 
neoplasm is usually of slow evolution. Areas 
of leukoplakia may develop in the lesions of 
kraurosis, increasing the fear of carcinoma. 

In patients with extreme pruritus, conser- 
vative treatment is usually not satisfactory. 
Various antipruritic ointments and estrogen 
preparations have been used, but the response 
is unpredictable. Roentgen therapy is con- 
traindicated. There is no question that sur- 
gical removal of the area involved is the 
treatment of choice in cases with extensive 
involvement, severe pruritus, or both. It not 
only gives relief from the symptoms, but also 
removes the danger of malignant changes. 
When the process remains localized and is 
asymptomatic, the patient should be observed 
at six month intervals. If leukoplakia devel- 
ops or if verrucous growths, areas of infil- 
tration, or indolent fissures or ulcers appear, 
the entire kraurotic lesion should be removed 
by surgery, followed by plastic repair. If 
carcinoma is present when the patient is 
first seen, excision of the regional lymph 
nodes should be done in addition to vulvec- 
tomy or amputation of the penis. 
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Fig. 15. Leukoplakia of the lower lip. 


Leukoplakia 

Leukoplakia is a chronic disorder of the 
mucous membranes. It may appear on any 
part of the mouth, and occasionally on the 
penis and labia minora and majora. In the 
early stages the process may be evidenced 
only by an erythematous spot which is sen- 
sitive to hot or spicy foods. Eventually the 
characteristic white, sharply marginated, ir- 
regular patches appear, usually coalescing to 
form larger plaques (fig. 15). The areas may 
become fissured or elevated, and carcinoma, 
usually of the squamous cell variety, may de- 
velop. Estimates of the incidence of malig- 
nant degeneration range from 2.5 to 100 per 
cent, the average being about 30 per cent’. 

The disorder is far more common in men, 
the ratio being approximately 100:1. The eti- 
ology is not proven, but the consensus is that 
it may be caused by syphilis or by prolonged 
local irritation. Constant irritation resulting 
from the smoking of tobacco, from bad teeth, 
from poorly fitting dentures, or from poor 
oral hygiene is thought to favor the devel- 
opment of leukoplakia. 

Although there is no doubt that syphilis 
precedes leukoplakia often enough to be con- 
sidered a possible predisposing factor, it 
must be understood that leukoplakia is not 
in itself a syphilitic process. The pathologic 
picture is not that of syphilis, and the patch- 
es do not improve under antisyphilitic ther- 
apy, even when active syphilis is present. 

Leukoplakia of the oral mucous mem- 
branes may be confused with lichen planus, 
lupus erythematosus, herpetic stomatitis, 
moniliasis, and Vincent’s stomatitis. The le- 
sions of lichen planus are punctate, stri- 
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Fig. 16. Lichen planus of the buccal mucosa. 
Note the punctate lesions and the retiform pat- 
tern. 


ated, lace-like, moist, and usually accom- 
panied by skin lesions (fig. 16). Lupus ery- 
thematosus rarely involves the mucos: 


alone; and when it does, the lesions are more 


inflammatory and show evidence of conges- 
tion, edema, and erosion. The other disorders 
are accompanied by acute symptoms and 
concomitant findings; moniliasis and Vin- 
cent’s disease may be diagnosed by smears. 

In the management of leukoplakia, prophy- 
laxis is the all-important factor. Injury from 
jagged teeth, poorly fitting dentures, and bit- 
ing of the tongue or mucous membranes 
should be avoided. Inveterate smoking should 
be discontinued and good oral hygiene main- 
tained. In cases of early leukoplakia that is 
not extensive, the discontinuance of all irri- 
tants, the use of a bland mouth wash, and 
strict attention to oral hygiene usually re- 
sult in improvement or resolution of the pro- 
cess. The condition may recur, however, if 
these measures are not continued. 

When the patches are more resistant or 
show the slightest tendency to fissure forma- 
tion or proliferation, they should be promptly 
destroyed by electrosurgery or completely ex- 
cised. When the process is widespread, the 
patient should be placed on strict oral hy- 
giene and observed once a month, At the first 
sign of fissuring, ulceration or proliferation, 
the area should be destroyed. Roentgen rays 
and ordinary caustics such as carbon dioxide 
snow, silver nitrate, and trichloracetic acid 
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Fig. 17. Syphilitic glossit's and squamous cell 
carcinoma, 


are not satisfactory for the treatment of leu- 
koplakia. 

Every patient with leukoplakia should be 
investigated for syphilis. If this disease is 
present, antisyphilitic treatment does not 
help the leukoplakia, but probably prevents 
the development of interstitial glossitis and 
smooth atrophy (fig. 17). However, it does 
not appear to modify these conditions when 
they are already present. 


Congenital Abnormalities 
Nevi 

3irth marks or nevi occur in great variety, 
and almost everyone has a mole of some kind. 
Most of these lesions appear to be harmless, 
or almost so. Actual statistics are not avail- 
able, but the incidence of malignant trans- 
formation must be low. Malignant growths 
of varying types and degrees of malignancy, 
from a basal cell carcinoma to the extremely 
malignant melanoblastoma, may develop 
from nevi. 

While it is true that the type of lesion and 
degree of danger can be determined with 
greater certainty by microscopic examina- 
tion, the expert dermatologist can often ob- 
tain satisfactory information from careful 
inspection of the lesion. Pigment alone is not 
an adequate criterion, since malignant tu- 
mors may arise from pigmented or non-pig- 
mented nevi. The common mole (fig. 18) is 
not considered potentially dangerous unless 
it is repeatedly irritated. These lesions are 
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Fig. 18. Cellular nevus of the forehead. 


elevated, contain varying amounts of brown 
pigment, may or may not be hairy, and vary 
in size from a few millimeters to a centime- 
ter in diameter. The large brown or brown- 
ish-black nevus, flat or elevated, with or 
without hair, seldom gives rise to malignant 
neoplasms, but has been known to do so when 
irritated. The same statement is true of ver- 
rucous nevi. The vascular nevi and lymphan- 


Fig. 19. The blue-black “junction” type of ne- 
vus. These lesions should be widely excised. 
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giomas rarely if ever undergo malignant 
transformation. 

It is the blue-black nevus that is the most 
dangerous (fig. 19). This type of lesion has 
been described by Traub and Keil" as the 
“junction nevus.” These investigators found 
that the number of melanoblasts at the der- 
mal-epidermal junction was increased, and 
that they were not in nests or strands, as 
is the case in intradermal nevi. The cells in 
this type of lesion are anaplastic, and it is 
the forerunner of a malignant neoplasm. 
These moles may appear on any part of the 
body; they are flat or slightly raised, with a 
smooth and shiny surface and a color that is 
blue-black, gun metal, or slate grey. Malig- 
nant transformation may occur spontaneous- 
ly, but is more likely to follow trauma, fre- 
quent irritation, or injudicious therapy. 

The blue-black, “junction” nevi should be 
excised. Cautery, electrosurgery, carbon di- 
oxide snow, or roentgen therapy is not to be 
used for treating such lesions. The other 
types of cellular nevi may safely be left 
alone, unless they are in a location which 
makes them subject to trauma or irritation. 
If such is the case, they may be destroyed 
by electrodesiccation and removed with the 
curette, or completely excised. 


Xeroderma pigmentosa 

This rare and deadly disease is a true pre- 
cancerosis, since it always eventuates in mul- 
tiple epitheliomas. It begins in childhood and 
is hereditary, being passed on as a recessive 
trait. It is genera!ly considered to be due 


9, Traub, E. F. and Keil, H.: “The Common Mole,” Arch 
Dermat. & Syph. 41:214-252 (Feb.) 1940, 


Fig. 20. Xeroderma pigmentosa. Note the simi- 
larity to chronic roentgen dermatitis and senile 
skin. There are numerous keratotie lesions and 
a large carcinoma on the lip. 
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to a congenital lack of resistance to sunlight, 
and it has been shown that such patients are 
sensitive only to the ultraviolet portion of 
the rays. 

The first changes consist of transitory ede- 
ma, or erythema, or both, following exposure 
to sunlight, and may be so mild that they pass 
unnoticed. The sites of predilection are the 
face, neck, and hands. Soon an irregular pig- 
mentation develops and is followed by atro- 
phy and telangiectasia. Keratoses appear 
next, and soon epitheliomas. The tumors are 
usually squamoug or basal cell carcinomas, 
but sarcoma, angioma, and fibroma have 
been reported. The condition bears a striking 
resemblance to chronic radiodermatitis and 
senile skin (fig. 20). 

There is little hope for these patients ; they 
seldom reach adult life. The keratoses and 
epitheliomas should be treated with electro- 
surgery or by excision as soon as they ap- 
pear. The carcinomas respond to roentgen 
therapy, but this would seem to be a last re- 
sort, since the patients are sensitive to iight 
and the pathologic changes are not unlike 
radiodermatitis. The patient should avoid di- 
rect sunlight and should wear a protective 
cream at all times. If adult life is reached, 
the patient should work at night or under- 
ground. 

Summary 

The precancerous dermatoses have been 
reviewed. Recognition and adequate treat- 
ment of these lesions will do much to de- 
crease the morbidity and mortality from car- 
cinomas. 


Science is not skepticism. It is not the practice 
of science to look for things to doubt. It was not 
by deliberate attempt of skepticism that physicists 
were led to doubt the absolute nature of simultane- 
ity, or to recognize that the ideas of strict causality 
embodied in classical physics could not be employed 
in the domain of atomic phenomena. There is prob- 
ably no group of men who take more for granted 
in their daily work than the scientists. Common 
sense, and all that flows from it, is their principal 
basis for what they do in the laboratory and for 
what they make of it on paper. But for scientists 
it is not only honorable to doubt, it is mandatory 
to do that when there appears to be evidence in 
support of the doubt. In place of authority in 
science, we have and we need to have only the con- 
sensus of informed opinion, only the guide of ex- 
ample. —- Openheimer, Robert: Encouragement of 
Science, Science 111:375 (April 4) 1950. 
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ADVANTAGES AND DISADVANTAGES 
OF CAUDAL ANALGESIA 


Experience in Two Thousand Cases 
ADAM T. THORP, M.D. 
Rocky MOUNT 


During the past six years I have employed 
continuous caudal analgesia in 2000 deliv- 
eries. In my opinion the advantages which 
this method of obstetric anesthesia offers 
to the mother, the baby, and the physician 
far outweigh the disadvantages. 


Method of Administration 

I have followed essentially the technique 
taught by Dr. Hingson. From experience, I 
have learned that the most satisfactory re- 
sults are obtained when caudal analgesia is 
not started too soon after labor begins. I 
frequently withhold it until dilatation of the 
cervix is complete (or nearly complete, in 
multiparas). To control the pain in the early 
part of labor, small doses of Demerol and 
hyoscine, or some of the barbiturates are 
used. I have found that the patients will 
stand much discomfort if they know they 
will obtain relief when the pains become too 
severe. 

Following the institution of caudal anal- 
gesia, the nurse takes the blood pressure 
every half hour, and some member of the 
family sits by the bed and reports the return 
of any pain. Except in very rare instances, 
the injection of additional anesthetic solu- 
tion is always done by me. When the scalp 
is visible, the woman is taken to the deliv- 
ery room and the child is delivered with low 
forceps. 

The employment of the catheter method 
has a distinct advantage in long labors, be- 
cause it enables the patient to move freely 
without danger of getting the needle out 
of place. The needle is easier to place, how- 
ever, and when delivery is anticipated with- 
in a few hours, it is found entirely satis- 
factory. 

Many physicians think that proper inser- 
tion of the needle in the sacral canal is the 
only thing necessary in order to get good re- 
sults with caudal analgesia, whereas this is 
actually about the simplest part of the pro- 
cedure. A knowledge of the anatomy of the 
sacral canal and spinal cord is far more 


Read before the Atlintic Goast Line Surgeons Convention. 
19. 


Savannah, Georgia, March 81, 19 


= 
i 
ga 


June, 1950 CAUDAL 
important. One of the greatest mistakes that 
a beginner can make is to jab around in a 
woman’s back, with the determination to get 
into the canal or die in the attempt. After 
two failures, it is best to give up and use 
some other form of analgesia. Prodding 
blindly around in that region with a needle 
is not only dangerous, but most uncomfort- 
able for the patient. 

Caudal analgesia should never be given 
in the absence of such safeguards as oxygen, 
pressor substances, and intratracheal suc- 
tion equipment. Sterile lumbar puncture 
needles should be ready for withdrawing the 
massive spinal injection which might acci- 
dentally occur if the caudal needle should 
penetrate the dura. Such accidents are rare, 
and in my experience nothing more than a 
pressor agent has ever been needed. 

When the needle penetrates the dura and 
spinal fluid is aspirated, caudal analgesia is 
of course contraindicated. In some series of 
cases this complication has been rather fre- 
quent, but it has occurred in only 3 of my 
2000 cases. I believe that this low incidence 
may be partly explained by the fact that I 
seldom use a needle longer than 21% inches. 
The first time this accident occurred, re- 
gional block anesthesia was not attempted; 
but in the last 2 cases the needle was left 
in place and continuous spinal anesthesia 
was given by injecting 2 cc. of Metycaine as 
needed. This procedure, which is advocated 
by Dr. Hingson, was entirely satisfactory 
in my 2 cases, except that a headache fol- 
lowed both times. 


Disadvantages 


It is true that caudal analgesia has its 
limitations, and before it is employed, all 
the possible contraindications should be con- 
sidered. It should never be used casually, but 
the same can be said of any other method 
of analgesia or anesthesia. It is definitely a 
hospital procedure, and the best results will 
not be obtained by one who uses it only oc- 
casionally. No physician should use caudal 
analgesia unless he is well trained in the 
use of forceps, but this statement applies to 
anyone doing obstetrics, unless he is willing 
to turn all of his abnormal deliveries over 
to someone else. 

The proper selection of cases is impor- 
tant, and unless the anatomy, temperament, 
and intelligence of the patient are taken irito 
consideration, the obstetrician is sure to run 
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into difficulties. No, matter how well suited 
the patient may be for continuous caudal an- 
algesia, she should not be urged to have it 
unless it is her desire, or if she has been 
made afraid. It should not be given to such 
a patient, even when the pain becomes severe 
enough for her to beg for it. The more in- 
telligent the patient, the better are the 
chances for success. 

Many doctors object to the time required 
for the use of continuous caudal analgesia. 
Certainly it is not wise for the obstetrician 
to get too far away from the patient for 
any length of time after the procedure has 
been started. He should be able to reach her 
in a few minutes. It has always been my be- 
lief, however, that if a woman is having la- 
bor pains severe enough to require an anes- 
thetic, the doctor’s place is close by, whether 
nitrous oxide, ether, caudal analgesia, or 
nothing is used for anesthesia. A well trained 
nurse is a distinct help in caring for the 
equipment and watching the patient, but the 
responsibility, after all, belongs to the doc- 
tor. 

One of the disadvantages of continuous 
caudal analgesia often cited is the increased 
number of occipito-posterior positions. When 
the injection is started early in labor, many 
heads fail to rotate which might have done 
so if the perineal reflex had not been abol- 
ished by the analgesia. This obstacle can be 
overcome if caudal analgesia is not begun 
until dilatation is complete and rotation has 
taken place. If a persistent posterior posi- 
tion is present and it is planned to rotate 
the head either manually or with forceps, no 
other form of anesthesia is more suitable 
for the maneuver. 

Although caudal analgesia has proved en- 
tirely successful for cesarean section, I pre- 
fer spinal anesthesia because it is quicker 
and easier to give. Another drawback of 
caudal anesthesia in these cases is that, when 
enough of the solution is used to produce 
anesthesia at the high level required, it is 
difficult to keep the blood pressure up. 

Two false impressions which have arisen 
among laymen and among some physicians 
are (1) the idea that caudal analgesia is the 
same as spinal anesthesia (the best analogy 
to caudal analgesia is the mandibular injec- 
tion to block the inferior dental nerve), and 
(2) the misapprehension that, should caudal 
anesthesia be started and not prove satis- 
factory, no other form of analgesia can be 
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employed. When caudal analgesia is not en- 
tirely satisfactory, I never hesitate to dis- 
continue it and use something else. In fact, 
it is a great mistake to continue the proce- 
dure when it fails to produce complete relief 
of the pain. The failure in these cases is 
not due to the method, but to the doctor’s 
failure to recognize some anatomic defect, or 
his inability to place the needle properly. 


Advantages to the Physician 

The physician can really appreciate caudal 
analgesia when he has several patients in 
labor with too little help and only one de- 
livery room. With this type of analgesia, the 
patient rarely has a precipitate delivery. 
Without the pain and perineal reflex, the 
abdominal muscles are not brought into use. 
The baby’s head will remain on the perineum 
almost indefinitely unless the patient bears 
down voluntarily, or unless it is lifted out 
with low forceps. One nurse and one doctor 
“an easily take care of a number of patients 
in labor who are receiving caudal analgesia, 
without the danger of a precipitate delivery 
in the room. 

Other advantages to the obstetrician are 
the satisfaction of seeing the patient com- 
paratively comfortable and cooperative dur- 
ing labor, and the greater ease of dealing 
with the husband and relatives. Much less 
time is consumed in explaining to them that 
the patient is not suffering than when, un- 
der the influence of barbiturates or hyo- 
scine, she is tossing about, lying disrobed, 
talking at random, or trying to climb the 
chandelier. 

The patient’s cooperation can be secured 
by telling her early in the pregnancy that 
unless she keeps her weight down and her 
hemoglobin up, continuous caudal analgesia 
will not be used. 


Advantages to the Mother and Baby 

In my 2000 cases there was no maternal 
death, and no maternal morbidity that could 
be in any way attributed to caudal analgesia. 
Certain characteristic effects of caudal anal- 
gesia offer definite advantages to the moth- 
er and baby: i 

1. The cervical resistance is decreased by 
the sacral motor paralysis. This is a definite 
advantage when the cord is prolapsed, or 
when, for any reason, a bag is employed. It 
is also to the baby’s interest, especially if 
labor is premature. 
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2. The muscles of the pelvic floor are so 
completely relaxed that the danger of a lac- 
eration or extension of the episiotomy is 
reduced. 

3. The fact that the drug has no effect 
upon the mucous membranes makes its use 
especially desirable if the patient has an up- 
per respiratory infection. It is equally valu- 
able in patients with heart disease or eclamp- 
sia, in whom excessive restlessness, pain, and 
all unnecessary muscular activity should be 
eliminated. 

4. Blood loss is decidedly decreased. While 
an actual measurement of the blood lost was 
not made in any of my cases, the estimated 
blood loss was far less than in the patients 
given a general anesthetic. Although caudal 
analgesia may cause a slight decrease in the 
muscle tone of the upper contractile portion 
of the uterus, this is insignificant compared 
to the relaxation produced by general anes- 
thesia. This property of caudal analgesia 
makes it particularly valuable in cases of 
marginal placenta praevia. 

5. The relaxation of the rectal sphincter 
enables one to do a much more satisfactory 
rectal examination. The absence of discom- 
fort is appreciated even more when hem- 
orrhoids are present. 

6. There is no depression of fetal respira- 
tion. This statement is not true of any other 
method for relieving the pain of labor, ex- 
cept spinal and local anesthesia. For this 
reason caudal analgesia is invaluable in pre- 
mature labor, or in any labor where the 
baby’s welfare is a matter of concern. In my 
first 700 deliveries under caudal analgesia, 
there were 4 stillbirths—an incidence of 0.57 
per cent. In 374 deliveries of white patients 
occurring in the hospital during the same 
period, but with some other form of anesthe- 
sia, there were 16 stillbirths—an incidence of 
4.29 per cent. These figures are even more 
significant when it is explained that caudal 
analgesia was used in the majority of cases 
of premature labor and toxemia. 

Continuous caudal analgesia has proved 
extremely satisfactory in breech presenta- 
tions. The first stage of labor (during which 
one is helpless in the event of fetal distress) 
is shortened, and the absence of fetal respira- 
tory depression increases the baby’s chances. 
The loss of the expulsive forces is relatively 
unimportant, because breech extraction is 
possible as soon as the cervix is effaced. 
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I have had no untoward after-effects that 
can be blamed on caudal analgesia. Some pa- 
tients have had a retention ‘of urine, even 
after voiding normally, but the percentage 
of such cases has been no higher than with 
other forms of analgesia. The bladder should 
never be allowed to become too full during 
labor — a precaution which is frequently 
overlooked. Caudal analgesia abolishes the 
desire to void. The bladder may be emptied 
by pressure above the symphysis, but fre- 
quent catheterizations are often necessary. 
Some patients have had postpartum back- 
ache (sacro-iliac strain), but analysis of 
these cases shows that fewer occur following 
caudal analgesia than with any other meth- 
od. This finding is probably best explained 
by the fact that the patient lies on her side 
rather than on her back during the last part 
of labor, and also by the greater relaxation. 

There is no question in my mind that con- 
valescence following caudal analgesia is 
shortened and is much more satisfactory in 
every respect. The patients do not have to 
recover from the effects of a general anes- 
thetic, and since the blood loss is less, they 
are not so likely to suffer from anemia. 


Conclusion 

No anesthesia or analgesia is without po- 
tential dangers, and caudal analgesia is no 
exception. Women having babies are going 
to demand some sort of relief, however; and 
in my experience caudal analgesia has proved 
safer and more satisfactory, in those pa- 
tients suited for it, than any other method of 
analgesia so far used. While no serious com- 
plications have occurred in this series of 
2000 cases, I fully expect to have them if I 
continue to use the method. 

It is my opinion that continuous caudal 
analgesia, when used for appropriate cases 
and given under expert care and supervis- 
ion, is highly effective and involves no un- 
due hazards. 


Oral estrogen preparations.—There are many... 
oral estrogens and in the treatment of menopausal 
symptoms, when treatment is necessary, they are 
just as effective and far more agreeable to the pa- 
than hypodermics of the natural hormones, 
is associated with 


tient 
because hypodermic treatment 
the hazard of psychologic addiction to any form of 
needle treatment.—Emil Novak: The Management 
of the Menopause with Psychosomatic Aspects, West 
Virginia M. J. 44:337 (Dec.) 1948. 
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POSTPARTUM STERILIZATION 
JOHN C, TAYLOE, M.D. 
WASHINGTON 


In 1943 Dr. Frank Lock read a paper on 
postpartum sterilization before the Medicai 
Society of the State of North Carolina”. The 
statistics which he presented indicated that 
this operation was safe and simple, and 
would contribute in a large measure to low- 
ering the maternal mortality rate in women 
with organic diseases. Since hearing this pa- 
per read, we have performed the operation 
on 128 patients at the Tayloe Hospital. 

There is no law in North Carolina that 
governs the elective sterilization of adults 
of sound mind”. In order to protect our- 
selves from legal suits, we obtain written 
permission from both the patient and her 
husband after fully explaining the procedure 
and the results to both. They are informed 
that the patient will probably not be able 
to have any more children, but that her sex- 
ual powers will not be interfered with and 
that her health will not be impaired. We also 
tell them that there is no operation to restore 
tubal patency in the event that they decide 
to have more children’, 


Indications and Contraindications 

Every physician who practices obstetrics 
occasionally sees cases in which the preven- 
tion of future pregnancies is imperative to 
promote the welfare, health, and happiness 
of a mother and her family. Some of these 
indications for sterilization are: 

1. The presence of a wasting disease in 
which an associated pregnancy would short- 
en the patient’s life’. Such diseases are tu- 
berculosis, nephritis, cardiovascular renal 
disease, rheumatic heart disease, severe dia- 
betes, gastric ulcer, and forms of carcinoma. 

2. Low mentality. 

3. An excessive number of pregnancies. 
Eastman”? has shown that the obstetric mor- 

Read “before the Seaboard Medical Association, Old Point 

Comfort, Virginia, December 7, 1949. 
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tality is greatly increased in the grande mul- 
tipara. He analyzed 191 maternal deaths 
which occurred in 45,514 deliveries. The 
gross maternal mortality rate was 4.20 per 
1000 live births. In the lower parity group 
the maternal death rate ranged from 3.5 to 
3.7. In women with children the rate soared 
to 11.7. He concluded that these patients 
should be offered contraceptive advice, and 
that if contraceptive measures failed, sterili- 
zation was justifiable. The majority of such 
patients fall in the lower economic brackets, 
and even the simplest type of contraceptive 
is too complicated and expensive for them 
to use. 

The contraindications to postpartum ster- 
ilization are: 

1. The possible presence of infection. 

2. Difficult or complicated labor which 
has made the patient a poor risk for any 
type of operation. 

3. The absence of any positive indication 
for sterilization. We do not believe that this 
operation should be done on a young woman 
just because she desires no more children. 


Advantages of the Operation 

Postpartum sterilization is a safe and 
technically simple operative procedure. It 
appeals to the couple involved, who are more 
receptive to the idea of preventing future 
pregnancies at that time than they would 
be later. Another advantage of this operation 
is that the uterus and tubes in the postpar- 
tum patient are abdominal organs, and can 
be reached with a very small incision; when 
the operation is done later, the tube is a 
pelvic organ and more manipulation is re- 
quired to reach it. The third advantage of 
this operation is that it eliminates the pos- 
sibility of pregnancy which might occur if 
the operation is put off until the patient has 
completely recovered from the effects of the 
delivery. The mortality rate associated with 
this operation is extremely low, and the gross 
maternal morbidity does not exceed that 
which occurs in many hospitals after deliv- 
ery. The necessity for a second hospitaliza- 
tion is avoided, and patients remain in the 
hospital only slightly longer than they would 
following delivery. Most of our patients go 
home on the fifth day after the operation. 


Time of Operation 


We believe that this type of operation 
should be done as soon after the birth of the 
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baby as is feasible and convenient. The time 
depends in a large measure on the general 
condition of the patient. All of our operations 
have been done within fifteen hours follow- 
ing delivery. Whitacre’ has shown that the 
percentage of positive cultures from the 
postpartum uterus rises sharply after the 
first four hours. However, we feel that the 
condition of the patient should be considered 
more than anything else in determining the 
time of operation. 
Type of Operation Used 

Many types of operations may be used for 
postpartum sterilization. The operation 
which we used at first was the cornual re- 
section, in which the cornual end of the tube 
is divided from the uterus and removed. 
However, we had two failures following this 
type of operation. For the last three years 
we have combined the cornual resection op- 
eration with the Pemeroy tubal ligation, re- 
moving a section from both the cornual end 
and the middle of the tube. In addition to 
this we have used number 0 silk in the place 
of catgut. We have had no failures with this 
procedure up to the present. 

Local anesthesia was employed in our first 
cases, but traction on the peritoneum pro- 
duced so much pain that we changed to the 
use of spinal anesthesia. At present we are 
using Pontocaine in doses of 10 to 15 milli- 
grams in a 2 per cent solution with equal 
parts of 10 per cent glucose. An incision 
about 2 inches in length is made just to the 
right of the midline at the upper margin of 
the uterus. The tube is then divided at its 
junction with the uterus, and the lumen of 
the tube inverted into the uterine wall, using 
no. 0 white silk. About one-half inch from 
the uterus the tube is ligated with the same 
material, and this portion of the tube is cut 
away. The tube is then clamped about the 
middle and ligated with number 0 white silk, 
and this section is cut away. No other intra- 
abdominal procedure is done in combination 
with this operation. 

Analysis of 128 Cases 

During the past six years, up until No- 
vember 1, 1949, postpartum sterilization has 
been performed 128 times at the Tayloe Hos- 
pital. No deaths have occurred in this series 
of cases. In 24 cases the operation followed 
a cesarean section, but we do not believe that 
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sterilization in itself is a valid indication for 
doing a cesarean section. In 104 cases the 
operation was done following delivery by the 
vaginal route, either spontaneous or by low 
forceps. Thirty-five of our patients were col- 
ored, and 93 were white. In 66 patients the 
indication for sterilization was excessive 
multiparity ; all of this group were 30 years 
of age or over and had at least five living 
children. In many of the cases more than 
one indication was present (table 1). 


Table 1 

Indications for Postpartum Sterilization in 
Cases 

excessive multiparity 66 

Repeat cesarean section 15 

Placenta praevia 

Premature separation of the placenta 

Third degree tear 

Hypertensive cardiovascular renal disease . 20 

Severe varicose veins 

Severe essential hypertension 

Rheumatic heart disease 

Severe myocarditis 

Chronic pyelitis with bilateral kidney stones 

Severe asthma 

Severe psychosis 

Extremely low mentality 

Imbecility 

Severe epilepsy 

Blindness 


Conclusion 

Postpartum sterilization, either after de- 
livery or after cesarean section, is a safe and 
simple operative procedure. It is one sure 
method of reducing the maternal mortality 
rate in women who have some organic dis- 
ease that renders them unable to have chil- 
dren. 


Estrogen therapy is not meant to cure the woman 
of the menopause. It is meant simply to let her down 
gently when she strikes . . . symptomatic bumps and 
only when and if she has enough vasomotor dis- 
turbance to constitute a problem to her, Estrogen 
therapy should be used only in that intermittent 
fashion.—Emil Novak: The Management of the 
Menopause with Psychosomatic Aspects, West Vir- 
ginia M. J, 44:338 (Dee.) 1948. 


The menopause and psychosis.—Many women have 
much apprehensiveness about the menopause be- 
cause they fear that they may lose their minds. 
No woman loses her mind from the menopause alone. 
There are a good many womén who do develop 
psychoses in middle life. So do a good many men. 
But the actual psychoses are not due to the meno- 
pause per se but to certain involutional changes that 
take place in middle life-—Emil Novak: The Man- 
agement of the Menopause with Psychosomatic 
Aspects, West Virginia M, J. 44:334 (Dec.) 1948. 
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UNILATERAL TWIN ECTOPIC 
PREGNANCY 


A Case Report 


W. E. MILLER, M.D. 
and 
H. G. REEVES, JR. 
WHITEVILLE 


In 1942, Lash and Kaufman'" reviewed 
the literature and found that 72 authentic 
cases of twin ectopic pregnancy had been 
reported. The authors added one case of their 
own, and stated that this was the only twin 
tubal pregnancy which had occurred among 
903 ectopic pregnancies at the Cook County 
Hospital over a period of sixteen years. Five 
additional cases have been reported to date”, 
and we wish to add one other authentic case 
to the literature. 


Report of Case 

A 33 year old colored woman was ad- 
mitted to the Columbus County Hospital on 
August 4, 1949, complaining of pain in the 
lower abdomen and rectum. Three days be- 
fore admission to the hospital, she had had 
cramp-like pains in the right lower quadrant, 
lasting two to three hours. On the day of 
admission, she was awakened at 3 a.m. by 
severe cramp-like pains in the right lower 
quadrant, radiating to the umbilicus. The 
pain subsided about 6:30 a.m., but returned 
at 4:30 p.m. At this time the patient con- 
sulted her family doctor, who referred her 
to the hospital. 

The patient’s last normal menstrual period 
had ended on June 24. She had had some 
spotting at intervals during the week before 
admission. 

The past history revealed that the patient 
had had one child fifteen years before by 
her first husband, who later left her. She 
had been married for two years to her sec- 
ond husband. 

Physical examination revealed a well de- 
veloped colored woman who appeared to be 


Read before the Columbus County Medical Society, December 
19. 
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in acute pain. The temperature was 98 F., 
pulse 82, respiration 20, blood pressure 120 
systolic, 90 diastolic. Examination of the 
eyes, ears, nose and throat, neck, lungs, and 
heart was negative. The breasts were slight- 
ly enlarged, and there was soreness in the 
nipples. The abdomen was flat; moderate 
muscle spasm was noted over the lower quad- 
rants, more marked over the right; no 
masses were felt. Pelvic examination showed 
the cervix pointing downward and forward, 
and slightly enlarged. A small amount of 
dark blood drained from the cervical canal. 
The body of the uterus lay in second degree 
retroversion, and was not enlarged to any 
noticeable degree. There was slight fullness 
in the right fornix and acute tenderness in 
both fornices, particularly the right. 

“The blood count showed 3,980,000 red 
cells, a hemoglobin of 78 per cent, and 6250 
white cells. Urinalysis was negative. 

A tentative diagnosis of right ectopic 
pregnancy was made. 

The following day, under spinal anesthesia 
(Pontocaine, 7 mg.), a dilatation and curet- 
tage was done. A small amount of endome- 
trial tissue was obtained on curettement. 
A laparotomy was then performed through 
a low midline incision. Some 250 cc. of 
clotted blood was found in the peritoneal 
cavity. The right tube was distended through- 
out its entire length, more in the outer third; 
its greatest diameter was about 3 cm. There 
was no active bleeding at the time of opera- 
tion. 

A right salpingectomy was done, and most 
of the clotted blood was removed from the 
peritoneal cavity. There were numerous ad- 
hesions involving the pelvic organs—appar- 
ently the result of an old chronic pelvic in- 
flammatory disease. An appendectomy was 
done and the abdominal wound closed in 
layers. The patient made an uneventful re- 
covery, and was discharged from the hospital 
on the fifth postoperative day in good con- 
dition. 

The pathologic specimen was examined by 
Dr. Thomas N. Lide of the Department of 
Surgical Pathology, Bowman Gray School 
of Medicine. He reported his findings as fol- 
lows: 

Macroscopic 

“A. The tissue submitted as uterine scrap- 
ings consists of about 3 cc. of irregular, 
rather friable gray to tan fragments. 
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“B. The tissue submitted as right tube con- 
sists of a structure grossly resembling a fal- 
lopian tube and measuring 6 cm. in length 
and approximately 2.5 cm. in diameter at its 
widest portion. The tube appears to be 
greatly distended and has a bluish cast. It 
is rather firm to palpation, and on cut sur- 
face it is seen to be filled with dark red to 
brownish material grossly compatible with 
hemorrhage. Upon further sectioning the 
tube, approximately 2 cm. from the fimbri- 
ated end of the tube the cut surface reveals 
a structure containing a thin, rather clear 
fluid which is compatible with an amniotic 
sac. On either side of this cut surface a small 
structure measuring 0.5 cm. in length and 
having a whitish appearance is seen. There 
are two of these structures, each having a 
small connection to the outer surface of the 
amniotic sac. These structures are identi- 
fied as embryos. They are distinct and sep- 
arate from each other. This picture is com- 
patible with that of a double ectopic (tubal) 
pregnancy.” 

Microscopic 

“A. Examination of the endometrial tis- 
sue reveals a very marked and extensive 
decidual reaction of the endometrium. No 
placental villi are seen, however. 

“B. Microscopic examination of the tubes 
reveals a marked dilatation of the lumen, and 
several placental villi are observed. There is 
also a rather marked decidual reaction with- 
in the lumen of the fallopian tube.” 


Diagnosis 
“Twin tubal pregnancy 
“Decidual tissue from the uterine cavity” 
Summary 


Another authentic case of twin tubal 
pregnancy has been reported. 


The menopause and sex life—Many women have 
the wrong idea as to the relation of the menopause 
to sex life, believing that it means the end of their 
physical attractiveness to their husbands and the end 
of sex feeling. That, of course, is not true. In the 
human being the ovary has very little to do with 
libido, the sex sense. In the lower animals it is in- 
dispensable. An animal no longer goes into heat if 
the ovaries are removed but in the human female 
the seat of libido is in the psyche, with certain aux- 
iliary erogenous zones such as the vagina, the 
clitoris and the mammary gland. The ovaries in 
themselves are not essential at all to sex gratifica- 
tion.—Emil Novak: The Management of the Meno- 
pause with Psychosomatic Aspects, West Virginia 
M. J. 44:344 (Dec.) 1948. 
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BULBO-RESPIRATORY POLIOMYELITIS 
AND ITS TREATMENT 


IRA H. Rapp, M.D. 
CHARLOTTE 


This article is written, not in an attempt 
to introduce a new method of treatment of 
bulbar poliomyelitis, but to present to the 
average physician confronted with this se- 
rious problem several facts which may be 
helpful in its early recognition and adequate 
treatment. 

Bulbar poliomyelitis is poliomyelitis in- 
volving the brain stem or medulla, including 
the cardio-regulatory and respiratory nerve 
centers which are located therein. It is this 
type of poliomyelitis which the physician 
fears most, and which is responsible for the 
greatest percentage of fatal cases. However, 
the fatalistic attitude adopted by many phy- 
sicians and most laymen concerning bulbar 
poliomyelitis is actually unwarranted. The 
incidence of medullary poliomyelitis varies 
from year to year, and from one locality to 
another. Statistics from various epidemic 
centers indicate that the mortality ranges 
from 0 to 30 per cent. Most of the fatalities 
result from respiratory paralysis, cardiac 
failure, or both. 

Bulbar poliomyelitis must be distinguished 
from poliomyelitis involving the high cervi- 
cal and intracranial neurons. Bulbar polio- 
myelitis affects the medullary nuclei with 
their vital centers, including the cardio-reg- 
ulatory and respiratory centers, and centers 
for the control of speech and swallowing. In- 
volvement of the cervical cord affects the 
innervation of the shoulder, neck, and arms, 
and the control of diaphragmatic activity. 
Lesions of the cortical and subcortical cen- 
ters produce signs of incoordination and 
ataxia. Bulbar poliomyelitis may co-exist 
with spinal paralysis, either respiratory or 
peripheral. When it exists in its pure form, 
as it frequently does, it is an “all or none” 
proposition. If recovery occurs, it is usually 
complete; and if the process is progressive, 
death ensues. 


The Effects of Bulbar Poliomyelitis on the 
Respiratory System 

Two factors enter into the mechanism of 

respiratory failure. The first is paralysis of 

the pharynx and larynx, which produces an 

accumulation of secretions and inability to 
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swallow or expectorate. This causes a me- 
chanical obstruction to breathing, and leads 
to inadequate oxygenation of the blood. The 
second mechanism is a failure of respiratory 
effort due to primary involvement of the 
respiratory center located in the medulla. 
This vital center synchronizes the inspira- 
tory and expiratory phases of respiration, 
and when it is paralyzed the respiratory ef- 
forts become jerky, uncontrolled, and inco- 
ordinated. 

Secondary effects of respiratory failure 
are emphysema and subsequent lung infec- 
tion. These factors, however, contribute lit- 
tle to the mortality of bulbar poliomyelitis, 
since the ultimate prognosis is usually de- 
cided in the first day or two after the onset 
of bulbar signs and symptoms. 


Symptoms and Signs 

The early recognition of bulbar poliomye- 
litis is exceedingly important, and may mean 
the difference between life and death. At 
the first sign of bulbar paralysis, the pa- 
tient should be hospitalized where adequate 
facilities are available for immediate and 
expectant treatment. It should be strongly 
emphasized that a mild case of bulbar paraly- 
sis can be converted into an acute emergency 
by offering the patient liquids to drink. When 
cyanosis, gurgling, and asynchronous res- 
pirations are precipitated by the swallowing 
of liquids, the diagnosis may be made too 
late. 

The classical signs and symptoms of bul- 
bar poliomyelitis may or may not be imme- 
diately apparent. Slight restlessness and the 
development of a nasal twang to the speech 
may be the first and only symptoms or they 
may be accompanied by slight difficulty in 
swallowing. These symptoms are to be dis- 
tinguished from those produced by involve- 
ment of centers in the cervical and thoracic 
cord, which leads to signs and symptoms of 
diaphragmatic and intercostal weakness. 

Physical signs of medullary involvement 
are deviation of the uvula and paralysis of 
the soft palate. Paralysis of the seventh or 
facial nerve occurs frequently, and oculomo- 
tor paralysis is occasionally seen. Early in- 
volvement of the shoulder musculature indi- 
cates damage to the midcervical segments, 
and is more significant than involvement of 
the muscles of the neck, which usually show 
spasm even in mild cases. 

Bulbar poliomyelitis leaves few residual 
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signs and symptoms. A slight nasal twang 
and a deviation of the uvula may persist for 
several months. Difficulty in swallowing is 
usually not persistent. Personality changes 
reflected in the child’s habits and school 
work, irritability, and restlessness may be 
recognized for varying lengths of time, espe- 
cially upon close questioning of the parents 
or teacher. These symptoms are due to con- 
comitant involvement of the higher cortical 
and subcortical centers. 

Bulbar poliomyelitis can be treated suc- 
cessfully only in an institution equipped to 
deal with respiratory emergencies. As soon 
as the first signs or symptoms of bulbar in- 
volvement are recognized, hospitalization 
should be considered mandatory. 


Differential Diagnosis 

In the hospital an examination should be 
made to determine the degree of respiratory 
embarrassment present, and to differentiate 
between respiratory difficulty due to actual 
weakness of the intercostal or diaphragma- 
tic muscles and that caused by involvement 
of the respiratory center or mechanical ob- 
struction to the respiratory passages. The 
former type of trouble is due to involvement 
of the anterior horn cells located in the cer- 
vical and dorsal segments of the spinal cord, 
and the latter to actual bulbar paralysis". 
In a few instances, respiratory difficulty may 
be attributed to severe spasm of the inter- 
costal musculature, which is relieved by the 
constant application of hot packs. Sometimes 
it may be difficult and even impossible to 
differentiate between high spinal and bulbo- 
respiratory paralysis. In this event, a trial 
of the respirator is justified. 


Treatment 
The treatment of bulbar poliomyelitis re- 
solves itself into four phases: (1) the main- 
tenance of an open air passage, (2) the 
maintenance of adequate nutrition, with 
especial emphasis on adequate fluid balance, 
(3) constant nursing care, and (4) eternal 
vigilance for acute respiratory difficulty. 
Maintenance of the airway 
The maintenance of an adequate and free 
air passage is largely dependent on the re- 
moval of accumulated secretions about the 
glottis. This can be accomplished by postural 
1. Wilson, J. L.: Acute Anterior Poliomyelitis; Treatment of 


Bulbar and High Spinal Types, New England J. Med. 
206 (April 28) 1932, 
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drainage and the mechanical removal of ob- 
structing fluids. The Trendelenburg position 
is most favorable for postural drainage. Ele- 
vation of the foot of the bed to an angle of 
30 degrees may result in the outpouring of 
large quantities of fluid. The mechanical re- 
moval of fluid requires a suction apparatus, 
which should be standard bedside equipment 
in such cases. A soft rubber catheter has 
proved most satisfactory, and can be intro- 
duced through the nose with facility. The 
older patient may receive so much relief 
from the procedure that he soon learns how 
to introduce the catheter himself. Postural 
drainage and intermittent suction may be 
life saving procedures. 

The use of the respirator is usually contra- 
indicated when respiratory difficulty arises 
from bulbar paralysis. Accumulated secre- 
tions may be forced into the lower respira- 
tory recesses, and the arrhythmic breathing 
of the patient is in direct antagonism to the 
synchronism of the machine. 

The role of tracheotomy in the treatment 
of respiratory distress due to bulbar paraly- 
sis is still debatable. Authorities agree that 
if the operation is done, it should be per- 
formed early; however, there is disagree- 
ment concerning the exact indications for 
the procedure. While the mortality associa- 
ted with the operation is only about 1 per 
cent, it nevertheless adds to the shock of 
an already seriously ill patient, and increases 
the difficulty of managing the patient in a 
respirator of the conventional type. The lu- 
men of the trachea is further narrowed by 
the presence of the tube, and it must be real- 
ized that a tracheotomy will not produce re- 
lief from excessive accumulations of fluid in 
the terminal bronchioles and the alveoli. On 
the other hand, dramatic relief may be ob- 
tained by tracheotomy when postural drain- 
age and repeated attempts at aspiration fail 
to relieve signs and symptoms of obstruction 
in the upper respiratory tract. The produc- 
tion of a tenacious secretion causing repeat- 
ed attacks of coughing and choking also 
serves as a positive indication. In the final 
analysis, the decision to perform a tracheo- 
tomy should be made by a laryngologist, who 
is an integral part of the medical and surgi- 
cal team treating the patient with bulbo-res- 
piratory poliomyelitis. 

Other measures 
Nursing care of the patient with bulbar 
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poliomyelitis should be constant and unre- 
mitting. The blood pressure, pulse, and res- 
piratory rate should be recorded at frequent 
intervals—as often as every fifteen minutes 
during critical periods. It is important to 
keep an exact record of fluid intake and out- 
put, including the aspirated fluid. In order 
to combat dehydration, fluids must be re- 
placed by the parenteral route. Dehydration 
causes the production of a viscid, tenacious 
secretion, with resultant anoxia. 

The amount of fluid given to an adult will 
vary from 1500 to 2000 ce. daily, plus the 
quantity recovered by aspiration. The ad- 
ministration of excessive amounts of fluid 
may lead to pulmonary edema. One third of 
the fluid is given in the form of isotonic sa- 
line, and the remainder is a 5 per cent solu- 
tion of glucose in distilled water. The infu- 
sion of hypertonic fluids has not proved ben- 
eficial in reducing the accumulation of se- 
creted fluids, and drugs such as atropine 
produce a thick, tenacious secretion which 
is difficult to aspirate. 

The necessity for solid or semisolid food 
is negligible during the first crucial twenty- 
four to seventy-two hours. The ingestion of 
food, even through a tube, is apt to bring on 
an attack of vomiting. For this reason, no 
food should be given until the gag reflex 
returns. 

Summary 

1. The importance of early recognition, 
hospitalization, and treatment in bulbar 
poliomyelitis is emphasized. 

2. Factors relative to its early treatment 
are discussed. 


Obesity and diabetes.—The most frequent and also 
the most serious problem of dietary invalidism with 
which the American medical profession has to deal 
is that resulting from overeating. A vast proportion 
of our population is or has been at some time over- 
weight, and this constitutes one of our most serious 
health problems, Any physician who treats diabetic 
patients . . . is extremely conscious of this, of 
course, since obesity is such a prominent factor in 
so many cases of diabetes. Indeed, it might be said 
that many cases of diabetes, are, from a practical 
therapeutic standpoint, merely cases of dietary in- 
validism resulting from overeating. Often proper 
curtailment and balance of the intake of food is all 
that is necessary to control the condition.—John, 
H. J.: Dietary Invalidism, Ann, Int. Med. 32:601 
(April) 1950. 


Vaccination with BCG must not be regarded as a 
substitute for approved public health measures nor 
can the vaccination of the general population be 
recommended at the present time except for care- 
fully controlled investigative programs, several of 
which are now under way.—Nat. Tubere. A. Bull., 
March, 1948. 
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DIABETES AS A PUBLIC HEALTH 
PROBLEM 


W. B. HUNTER, M.D. 
LILLINGTON 


A clinic for diabetes has been operated by 
the Harnett County Health Department 
from June 28, 1946, to the present (a period 
of three years and three months). At 
the end of the first year, 12 patients had 
been admitted; at the end of the second 
year, 65 had been admitted; and up to the 
present we have had 165 patients*. A few 
of these were patients with renal glycosuria, 
and a very small number were patients with 
simple obesity. In several patients who had 
previously received a diagnosis of diabetes, 
we failed to find any evidence of the disease. 
The remainder are true diabetics. It is esti- 
mated that there are 750 cases of diabetes 
in Harnett County. 

A clinic for diabetes is justified by exact- 
ly the same reason that justifies the exist- 
ence of clinics for crippled children, well 
babies, prenatal patients, and cancer detec- 
tion. Although it is not communicable like 
tuberculosis and venereal diseases, diabetes 
offers an open field to the practice of pre- 
ventive medicine. Dr. John''’, in discussing 
a patient with very slight abnormality in the 
glucose tolerance curve, said: “Can he be 
kept from developing a frank diabetes as 
the years go by, or will he eventually slip 
into the diabetic fold? Here is a real chance 
for the practice of significant preventive 
medicine. All that is necessary is slight re- 
striction of diet which eliminates the exces- 
sive use of carbohydrates or overeating, and 
periodic annual examination.” 

One’s first thought in diabetes is the pre- 
vention of diabetic coma. In juvenile dia- 
betes cataracts and retinal hemorrhages are 
frequent, and the kidneys are quite likely to 
be involved. Patients with juvenile diabetes 
who reach adult life are very susceptible to 
arteriosclerosis. Tuberculosis is a common 
complication of poorly controlled diabetes. 
The prevention of these complications now 
offers a great field for research and for the 
improvement of our routine treatment for 
diabetes, 

P Read ‘before the North Carolina Public Health Association, 


Greensboro, September 16, 1949, 
*To May 17, 1950 (four years), #02 patients. 


1. John, H. J.: Diabetes, St. Louis, The CC, V. Mosby Co. 
1946, p. 82. 
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The prevention of insulin reactions is an- 
other constant concern of the doctor and 
patient, 
Incidence of Diabetes 


Diabetes seems to be universal in distri- 
bution. There are some racial variations, 
Jewish people being somewhat more sus- 
ceptible. The incidence among the white and 
colored races is almost the same. Diabetes is 
found more frequently in women than in 
men, and more frequently in fat people than 
in thin. 

Diabetes occurs at all ages from infancy 
to old age, but the most cases occur in the 
older age groups. The younger the patient, 
the more difficult is the management of dia- 
betes; the older the patient, the less man- 
agement is required. 

It is estimated that there are now about 
2,000,000 cases of diabetes in the United 
States—an incidence of about 11% per cent 
of the general population. The incidence of 
diabetes is highest in areas where the urine 
of the inhabitants is most frequently exam- 
ined, and where the inhabitants live the 
longest and weigh the most. It is believed 
that mass surveys would reveal about the 
same incidence in all parts of this country. 

Diabetes is hereditary and is transmitted 
as a recessive trait according to Mendel’s 
laws. In our series of 165 cases there were 
2 pairs of brothers, 3 pairs of brothers and 
sisters, 1 grandmother and grandson, 1 
mother and daughter, 1 father and daughter, 
and 1 aunt and niece. In a case finding pre- 
gram the place to look for diabetes is among 
the relatives of diabetics. 


Diagnosis 


The diagnosis of diabetes can usually be 
made with mathematical precision, although 
there are borderline cases that can be diag- 
nosed only after long periods of observation. 
Errors in diagnosis are not uncommon. Dr. 
Joslin® stated that he once treated a patient 
for diabetes over a period of eight years 
and then found that diabetes was not pres- 
ent. Such an error is quite likely to occur 
when a patient already under treatment 
comes under the care of a new doctor. If the 
patient is doing well, one would hesitate to 
disturb his equilibrium in order to prove the 
correctness of the original diagnosis. 

2. Joslin, P.. Root, H, F.. White, P., and Marble, A.: The 


* Treatment of Diabetes Mellitus, ed. 5, Philadelphia, Lea 
and Febiger, 1946, p. 787. 
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The two essential criteria for the diag- 
nosis of diabetes mellitus are glycosuria and 
hyperglycemia. Both are considered essen- 
tial parts of the disease, and neither one 
alone is sufficient to prove the diagnosis. 
Tests of urine and blood made before break- 
fast are of little value in the diagnosis of 
diabetes, because they are so often normal 
in early cases, Tests made after eating are 
of much greater diagnostic value. Fasting 
tests combined with postprandial tests are 
useful in observing the degree of control 
after the patient is under treatment. In se- 
vere, uncontrolled cases, of course, the diag- 
nosis can be made by tests of the urine and 
blood done at any time. Formal glucose tol- 
erance tests consist of four urinalyses and 
blood sugar determinations made before the 
administration of 100 Gm. of glucose, and at 
intervals of one half hour, one hour, and 
two hours thereafter. These are essential in 
the diagnosis of doubtful cases, but are not 
necessary in average cases and are of no use 
after the diagnosis has been made. Much 
unnecessary laboratory work can be avoided 
if one remembers to make the first tests 
after the patient has eaten. 

There are other causes of glycosuria be- 
sides diabetes, and sugars other than glucose 
are sometimes found in the urine. Patients 
with a low renal threshold may have glyco- 
suria without hyperglycemia. This is a 
harmless condition which requires no treat- 
ment and has nothing to do with diabetes. 
Transient glycosuria due to a lowered renal 
threshold is very frequent in pregnancy. It 
does no harm, but every case of glycosuria 
in pregnancy must be investigated to rule 
out the presence of true diabetes. In such 
cases a blood sugar test is essential, and a 
glucose tolerance test may be required. 


Treatment 


The object of treatment is to keep the pa- 
tient free from glycosuria and hypergly- 
cemia, and to keep his weight normal. In 
some cases this can be accomplished by diet 
alone. In other cases it is impossible to es- 
tablish normal values, and we must be con- 
tent to do the best we can in the direction 
of normaley. 

Diet 

The diabetic’s diet should be quite similar 
to that of normal people, with some restric- 
tion of the total caloric intake and avoid- 
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ance of excessive carbohydrates. If the pa- 
tient is overweight, weight reduction should 
be accomplished by restriction of the total 
calories in the diet. Adequate protein—about 
1 Gm. per kilogram of ideal body weight— 
is essential, and 150-200 Gm. of carbohy- 
drate is required to form a palatable diet; 
the remainder of the caloric requirement is 
made up with fat. The diet first prescribed 
must be varied according to what is shown 
by the scales. If the overweight patient 
does not lose weight, his diet is reduced. 
If the patient is too thin, or loses too rapidly, 
his diet is increased. The diet is regulated 
largely by trial and error, the scales being 
the final authority. 

Dietetic scales are very useful, and we 
prescribe them for our patients who are able 
to buy them and understand how to use 
them. When the arithmetic is beyond a pa- 
tient, we get very good results with the use 
of household measurements. Patients who 
are able to learn food values get along better, 
because they can substitute one food for an- 
other, and thus enjoy a more varied diet. 
The patients who know the most have the 
least trouble. No special foods are necessary. 
Diabetics can eat the same foods that other 
people eat, provided they restrict the total 
amount and avoid concentrated sweets. 


Insulin 

Insulin is necessary when the disease can- 
not be controlled by diet alone. If glycosuria 
and hyperglycemia persist, the patient is 
given enough insulin to produce a sugar- 
free urine and a normal blood sugar, or to 
accomplish this objective as nearly as pos- 
sible. Insulin dosage is adjusted from day to 
day, according to the urine and blood sugar 
tests. Thirty per cent of our patients require 
no insulin, Sixty-five per cent take moderate 
or small doses of protamine zinc insulin once 
a day, and five per cent require a combina- 
tion of regular insulin and protamine zinc. 
We mix these two types of insulin in the 
same syringe, and give only one dose per 
day. In this series of cases we have not had 
a single patient who required more than one 
dose per day. This is a matter of consider- 
able importance to the patient, since the one- 
dose schedule not only avoids the pain of 
the extra injections but enables him to take 
his insulin in the morning and lead a nor- 
mal life for the remainder of the day. 

It is expected that a new insulin will be 
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on the market soon. This will save the pa- 
tient the trouble of mixing the two types of 
insulin, and will be of much value to patients 
who have difficulty in loading the syringe 
because of impaired vision. 

We have not found it necessary to hos- 
pitalize any patient for the regulation of 
uncomplicated diabetes. The patient has to 
learn some time to manage his own disease. 
He may just as well start this week as next. 

Complications 

Diabetics are subject to all the diseases 
that other people have. In patients with un- 
controlled diabetes, many diseases find a 
more fertile field. Tuberculosis is so much 
more frequent in uncontrolled diabetics that 
in one locality the tuberculosis association 
is contributing to a diabetes control program 
as one method of preventing tuberculosis. 

Coma occurs only in badly neglected cases, 
and is becoming more and more infrequent. 
Insulin reactions are undesirable, but are 
seldom serious on ordinary dosages. The 
only really serious effects of insulin over- 
dosage occur when an insulin reaction is 
diagnosed as diabetic coma and treated with 
more insulin. 

Conclusions 


More than three years’ experience in the 
operation of a clinic for diabetes indicates 
that there are many diabetics who will not 
be brought under treatment otherwise. 

These people are taught that, with proper 
treatment, diabetes is not a disabling dis- 
ease, and they are urged to continue their 
usual activities. Usually they are proud of 
the fact that they can master the disease and 
continue to be self-supporting. Considerable 
strength of character and self-discipline are 
required to control diabetes, and we find 
that our patients generally are above aver- 
age in these respects. For this reason, the 
cost of operating a clinic for diabetes is com- 
paratively small. 

Three people are essential in such a clinic: 
(1) a doctor who is especially interested in 
diabetes, (2) a dietitian, and (3) a labora- 
tory technician. It makes no difference 
whether the doctor is the health officer or 
a clinician, but it is essential that he be par- 
ticularly interested in diabetes. In the be- 
ginning, when the patients are few, the doc- 
tor may do all three jobs; but as the number 
of patients increases, three people will be 
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needed. In our case a nurse has learned to 
be a dietitian, and a secretary has learned 
to do blood sugar tests. 

This clinic for diabetes has taken its place 
along with our other clinics in Harnett 
County, and we regard: it as an integral 
part of our public health program. 


MENINGOCELE FOLLOWING 
HEMILAMINECTOMY 


A Report of Two Cases 
HARRY WINKLER, M.D. 
and 
JOHN A. POWERS, M.D. 
CHARLOTTE 


The persistence of symptoms following 
hemilaminectomy, regardless of the indica- 
tions for the original operation, may in some 
cases be explained by the presence of a men- 
ingocele. During the past year we have seen 
2 cases of lumbar meningocele following 
hemilaminectomy for herniation of the nu- 
cleus pulposus. In both cases the defect had 
caused rather marked persistence of symp- 
toms, and in neither case was the operating 
surgeon fully aware of the existence of a 
meningocele until a second operation was 
performed. Careful search of the available 
literature of the past ten years has failed 
to reveal any similar cases. 


Case Reports 

Case 1 

A 31 year old white man was seen at the 
Duke University School of Medicine in 
March, 1946. He stated that at the age of 14 
he had had a brief episode of low back pain, 
non-radiating, after lifting a bag of wheat. 
A similar episode occurred at the age of 19, 
and since that time he had had intermittent 
non-radiating low back pain, unrelated to 
lifting or straining. He had lost thirty to for- 
ty days from work annually for the past ten 
years. On January 12, 1946, following a lift- 
ing strain, the patient had sudden, severe 
low back pain, with bilateral leg radiation, 
especially on the left. The pain persisted 
through the month of January, in spite of 
bed rest. It was aggravated by lifting, strain- 
ing, or coughing. 

Examination revealed marked tenderness 
to fist percussion over the spinous processes 


From the Charlotte Memorial Hospital, Charlotte, North 
Carolina 
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Schematic drawing of the 
lesion before the sac was opened. 


Fig. 1 (Case 1). 


of the fourth and fifth lumbar vertebrae, and 
limitation of forward bending to an angle of 
30 degrees. The straight leg raising test was 
positive bilaterally at 30 degrees, producing 
pain in the back and left leg. Myelography 
showed a consistent defect at the fifth lum- 
bar vertebra on the right. 

On March 6, 1946, a partial hemilaminec- 
tomy was performed at the fifth lumbar 
vertebra, with bilateral removal of a rup- 
tured intervertebral dise. The patient was 
discharged from Duke Hospital on the 
twelfth postoperative day, free of pain, but 
with the same neurologic findings present on 
admission. 

He was readmitted on September 24, 1946, 
again complaining of pain in the back and 
hip, and in the posterolateral aspect of the 
left thigh and leg. He had also noted numb- 
ness and paresthesias over the ‘same areas. 
The pain was accentuated by coughing, 
sneezing, and deep breathing. He was tender 
to pressure over the spinous processes of the 
fourth and fifth lumbar vertebrae, and over 
both sciatic nerves in the thighs. Flexion of 
the spine was limited to 30 degrees, and 
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Fig. 2 (Case 1). Communication of the men- 
ingocele with the dural sac. 


straight leg raising produced pain at 20 de- 
grees bilaterally. Pin pricks were not felt 
over the left leg, except for a narrow band 
over the medial aspect of the calf and thigh. 
The left ankle jerk was absent. Myelograph- 
ic studies with Pantopaque were reported 
normal. Following a course of physiotherapy, 
the patient was discharged. 

In February, 1947, the patient underwent 
operation in Richmond, Virginia, and was 
told that he had a ruptured intervertebral 
dise at the fourth lumbar interspace. Follow- 
ing this operation he was free of pain for 
four to six weeks. 

Pain in the lumbar region and left leg 
recurred, and he was admitted to the Char- 
lotte Memorial Hospital on July 13, 1947. 
It was noted that he handled himself with 
extreme care and could not get out of bed by 
himself. Physical and neurologic examina- 
tion was almost impossible because of the 
patient’s marked symptoms of distress. He 
claimed that a hand placed on his back gave 
him headache and backache. He was seen by 
a neurosurgeon, who felt that he was essen- 
tially a psychiatric case and did not believe 
that further surgical intervention was indi- 
cated. A psychiatrist made a diagnosis of psy- 
choneurosis, and advised physical and psy- 
chic therapy. He remained in the hospital 
until August 18, 1947, at which time he 
seemed to be considerably better. He was 
walking under his own power and was not 
as sensitive to touch. The neurologic find- 
ings previously noted in the left leg and 
thigh were still present. He was discharged 
with instructions to return for a check-up 
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in about two months. 

When he returned, he stated that three 
blocks was the longest distance that he had 
been able to walk by himself. He still had 
pain in the left buttock and flank, and was 
very nervous. He presented a gross tremor 
of the hand, and stated that at times he could 
not hold a cup of coffee. He was tender to 
palpation over the greater sciatic notch on 
the left. The left thigh was 1% inch smaller 
than the right; the calves were equal in size. 
The knee jerks were equal, but the left ankle 
jerk was markedly diminished. Roentgeno- 
grams showed a narrow lumbosacral space, 
with unstable appearing lumbosacral facets. 

Fusion of the spine was recommended, and 
was undertaken on January 22, 1948, under 
Pentothal anesthesia. As the fibrous tissue 
was being dissected from the spinous pro- 
cesses, preliminary to exposure of the lami- 
na, there was a sudden gush of spinal fluid. 
As dissection proceeded, a large meningo- 
cele, measuring about 5 by 2 cm., was seen 
lying posterior to the lamina. The neck of 
the meningocele came through the inter- 
laminar space above the fifth lumbar ver- 
tebra. The meningocele was dissected free, 
and the neck was ligated and imbricated over 
the ligature. A heavy prop graft was laid 
across the opening, the prop being anchored 
to the spinous processes of the first sacral 
and fourth lumbar vertebrae. The wound 
was closed and the patient was returned to 
his bed in good condition. 

He had a stormy postoperative course, 
with nausea, vomiting, and occipital head- 
ache. His temperature rose to 100.4 F. on 
the evening of operation, but after that did 
not go above normal. He was discharged on 
the twenty-third postoperative day, wearing 
a removable lumbosacral body jacket. 

Case 2 

A 43 year old white man was first ad- 
mitted to the Charlotte Memorial Hospital 
on November 24, 1947, with the history of 
having had pain in the back intermittently 
for the past five years. The episodes had oc- 
curred every three to four months, usually 
lasting two to three weeks. They were usu- 
ally brought on by stooping or bending. He 
had little leg pain, and the back pain had 
not been severe enough to force him to go to 
bed. The patient’s last attack had begun four 
months prior to admission, and had _ per- 
sisted to the present time. He had noted some 
pain in the front of the right thigh, which 
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radiated into the patellar area. There was 
no numbness, tingling, or temperature 
change in the leg. Coughing and sneezing 
caused some radiation of pain into the pos- 
terior aspect of the right thigh and leg. 

The patient showed a definite limp, favor- 
ing the right leg. Forward bending was lim- 
ited by pain to 40 degrees. Lateral and back- 
ward bending were free and painless. The 
straight leg raising test on the right was 
positive at 80 degrees, on the left at 70 de- 
grees. Minimal tenderness was noted over 
the fourth and fifth lumbar interspaces, and 
pressure over the fourth lumbar interspace 
caused radiation of the pain into the right 
hip. Reflexes and sensation in the lower ex- 
tremities were within normal limits. 

The consulting neurosurgeon felt that the 
patient had a rupture of the intervertebral 
dise at the fourth lumbar interspace on the 
right, and since no improvement followed 
conservative therapy, laminectomy was de- 
cided upon. On December 2, 1947, the fourth 
and fifth lumbar interspaces on the right 
were explored. No dise was found protruding 
through the posterior longitudinal ligament, 
and the interspaces were exceptionally large. 
The wound was closed, and the patient was 
returned to the ward in good condition. After 
an uneventful convalescence he was dis- 
charged on December 12, 1947. 

The patient’s course was satisfactory un- 
til March, 1948, when he again began having 
catches in the lower part of the back, with- 
out radiation into either hip or leg. These 
catches increased in severity over the next 
two months, until he was unable to go about 
his normal activities. His local physician had 
noted a small, persistent swelling over the 
fifth lumbar interspace on the right of the 
midline. This was aspirated twice unsuccess- 
fully by a neurosurgeon, in the belief that 
it was a meningocele. 

The discomfort in his back became more 
severe, and he was admitted to the Charlotte 
Memorial Hospital for the second time on 
May 14, 1948. On the second admission the 
physical findings were essentially the same 
as those noted in November, 1947. In addi- 
tion to the peripheral neurologic signs, there 
was a swelling to the right of the fifth lum- 
bar interspace, about 3 cm. in diameter; 
this was slightly tender to palpation. 

On May 19, 1948, under Pentothal anes- 
thesia the back was opened through the old 
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operative scar in the lumbar area. A large 
meningocele was encountered to the right of 
the spinous process of the fifth lumbar ver- 
tebra; it emerged through the fifth inter- 
space, bearing close to the spinous process 
on the right. The sac measured about 3 by 
14 cm., and emerged from the spinal canal 
through an orifice about 14 cm. in diameter. 
The meningocele was carefully zlosed, using 
plain. No. 0 catgut, and then an “H” type 
prop graft taken from the left tibia was care- 
fully fitted between the spinous processes of 
the fourth lumbar and first sacral vertebrae. 
The patient was returned to the ward in good 
condition after routine closure of his wound. 
He made an uneventful, afebrile recovery, 
and was up on the fourteenth postoperative 
day, wearing a removable lumbosacral plas- 
ter cast. 


Comment 


Because of the increasing number of re- 
operations on the lower lumbar spine follow- 
ing hemilaminectomy, either for spinal fu- 
sion or for further laminectomies, we feel 
that these 2 cases of lumbar meningocele 
are of interest. Surgeons who are not aware 
of the existence of this condition may find 
that it sometimes explains the persistence 
of symptoms in the low back following the 
removal of a ruptured intervertebral disc. 


Psychologic factors in deficiency states.—Psycho- 
logic factors elicited in the history may give the 
clue to the presence of a suspected dietary factor 
in illness, since depressed mental states and emo- 
tional difficulties may lead either to overeating or 
undereating or abnormal craving or dislike for cer- 
tain kinds of food, which may result in a one-sided 
diet. Often those who prepare their own food and 
eat alone get into very faulty dietary habits which 
may lead to malnutrition and specific dietary defi- 
ciencies. The middle-aged or elderly woman who 
lives alone often falls into this category, for it seems 
too much trouble to bother to prepare a proper meal 
just for herself. The result is that she eats cereals 
or sandwiches and as time goes on, she becomes 
more and more tired, and the preparation of food 
seems to be an ever greater task. Thus her diet 
becomes more and more deficient, and often she 
develops gastrointestinal symptoms which lead her 
to believe certain foods are disagreeing with her, 
and she restricts her diet still more. This type of 
patient is likely to have a variety of symptoms, 
cigestive, rheumatic, nervous, dermatologic or oph- 
thalmic. Young women who cut down their food 
to save expense or who diet, without proper super- 
vision, to lose weight, often develop symptoms that 
are attributable to lack of calories, protein, vitamins 
or minerals and are easy prey for infections, par- 
ticularly tuberculosis —John, H. J.: Dietary Invalid- 
ism, Ann. Int. Med. 32:608 (April) 1950. 
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A FEMORAL HERNIA CONTAINING A 
STRANGULATED APPENDIX 
PREOPERATIVELY DIAGNOSED AS A 
METASTATIC LYMPH NODE 
ALFRED T. HAMILTON, M.D., F.A.C.S. 
and 
W. HOWARD WILSON, M.D., F.A.C.P. 


RALEIGH 


A complication of femoral hernia, infre- 
quently reported in our literature”) but rath- 
er common in South American publications, 
is incarceration and strangulation of the ap- 
pendix. We report such a case, in part be- 
cause of its relative rarity, but chiefly be- 
cause of our failure to arrive at the correct 
diagnosis preoperatively and because of the 
very considerable risk involved in such a mis- 
diagnosis. 


Report of Case 


A 60 year old housewife was seen by us in 
consultation on January 5, 1949, because of 
a mass in the right upper femoral area. The 


patient stated positively that the mass had 
appeared overnight several days before, that 
it had been tender, sore and firm from the 
onset, and that she had had no nausea, ab- 
dominal cramps, or constipation. Examina- 
tion of the mass revealed it to be a stony 


hard, multinodular, uninflamed and _ only 
slightly tender tumor located just beneath 
the medial extremity of the right inguinal 
ligament. In spite of the patient’s certainty 
that it was of sudden occurrence and in spite 
of the location of the mass, we both consid- 
ered and discarded the diagnosis of femoral 
hernia and with studied conviction proposed 
removal of the mass for biopsy. A thorough 
physical examination, including sigmoido- 
scopy and search for an original malignant 
lesion, uncovered no abnormality other than 
the mass. 

The patient was admitted to Rex Hospital 
on January 9, and an exploratory operation 
of the upper thigh was carried out on the 
following day. A transverse incision was 
made over the mass and dissection was car- 
ried down to the base of the mass, which was 


1. (a) Doolin, W.: Inflamed Appendix in a Hernial Sac, 
Brit. M. J. 2:239, 1919. (b) Knapp, C. S. and Claps, L. V.: 
Appendicitis Incarcerated in a Femoral Hernia, Am. J. 
Surg. 64:139-140 (April) 1944. (c) Seley, G. P.: Inecarcer- 
ated Femoral Hernia Containing an Adherent Appendix; 
Report of 2 Cases in Men, J. Mt. Sinai Hosp, 8:175-177 
(Sept.-Oct.) 1941, 
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clearly discerned to be stalk-like, emerging 
in the usual characteristic fashion from be- 
neath the inguinal ligament along the fe- 
moral canal. The margins of the stalk were 
grasped peripherally with forceps; the stalk 
was carefully excised marginally, and the 
dissected mass was removed, in much the 
manner of a glove, from over what was ob- 
viously the incarcerated and strangulated 
tip of the appendix. 

The lateral margin of the incision was then 
curved upward over the inguinal canal and 
the external oblique fascia was divided in the 
line of the canal, as were the transversalis 
fascia and the peritoneum. The base of the 
appendix was identified and followed down- 
ward to the internal opening of the femoral 
sac. By the passage of a grooved director, it 
was possible to nick the posterior border of 
the inner end of the inguinal ligament suffi- 
ciently to allow the release of the appendiceal 
tip; thereafter the cecum and appendix were 
delivered through the upper wound, the ap- 
pendix was removed, and the inguinal wound 
was closed after the manner of the usual her- 
niorrhaphy. The lower hernia was closed in 
layers with interrupted cotton sutures. 

Postoperatively the patient did well. She 
was given penicillin for four days, was out 
of bed on the first postoperative day, and 
was discharged on the fifth postoperative day 
after an afebrile course. She has done well 
since her operation and shows no evidence of 
recurrence. 

It seems to us that this case is of instruc- 
tional value in several respects. Had we 
heeded the patient’s history, so easy to ig- 
nore where strange hard masses are con- 
cerned, we might have made the correct di- 
agnosis immediately and would probably 
have urged immediate operation. Except for 
the fact that the history, the location of the 
mass, and its general structure caused us to 
keep the possibility of hernia in mind, we 
might well have transected the base, and 
gotten ourselves and our patient into serious 
difficulty. Finally, and of very real physio- 
logical interest, is the fact that an appendi- 
ceal tip with serious circulatory embarrass- 
ment which, had it been in the general peri- 
toneal cavity, would have given rise to mark- 
ed abdominal symptoms, caused no symptoms 
suggesting appendicitis in its sequestered, 
isolated, and incarcerated position. 
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PHYSICIANS OF NORTH CAROLINA 


Mrs. J. C. TRENT, Editor 
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THE DEROSSET FAMILY 


Settlements were made on the Cape Fear 
River as early in 1723, and were situated 
chiefly on the west side of the river below 
Wilmington and on the Northeast River 
branch above the town. Rice, indigo, corn, 
and tobacco were the principal crops, and in 
those days fine wheat was raised in the area. 
Beyond Wilmington, up the Northeast River, 
were Hilton Plantation, Halton Lodge, Sans 
Souci, Rock Hill, Rocky Run, and then Cedar 
Grove, eight miles north of town, the coun- 
try seat of the DeRosset family, some of 
whose members practiced medicine in the 
community of Wilmington during a period 
of 146 years. 

The DeRossets of Wilmington had a dis- 
tinguished ancestry. Their paternal forebears 
were from Narbonne, in the neighborhood of 
Montpelier. Louis DeRosset, a Huguenot, 
held a commission from the English govern- 
ment and under the great Duke of Schom- 
berg aided in the consummation of the Revo- 
lution of 1688. His grandson later wrote of 
the reason for this allegiance: “His being in 
the service of that country may be accounted 
for by his professing the protestant religion, 
and by the claim of that nation to the sov- 
ereignty of sundry provinces of France.” 
Louis was an honorary doctor of laws and a 
doctor of medicine, and his son, Armand, 
was graduated in medicine from the Univer- 
sity of Basel in 1720. Armand was the first 
member of the family to emigrate to Amer- 
ica, and some time before 1735 he came to 
New Liverpool (now Wilmington) with his 
wife and three children, thereby forfeiting 
his titles and estates. He practiced medicine 
with modesty and was recognized from the 
beginning as a public spirited man. As a de- 
voted member of the Church of England he 
aided in the establishment of St. James 
Church. 

1. DeRosset, A.: Autobiographical Sketch, The DeRosset 


Papers, James Sprunt Historical Monograph, no, 4, Chapel 
Hil, 1903, 
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Armand’s two sons inherited their father’s 
abilities, and each attained distinction in the 
colony. Louis Henry represented Wilming- 
ton in the New Bern assembly, was a mer- 
chant and planter, and served as lieutenant 
governor under Tryon; being an intense Loy- 
alist, however, he did not take the American 
side in the Revolution, but adhered to his 
convictions and followed Governor Josiah 
Martin, the last of the Royal Governors of 
the Province, when the latter was driven out 
of North Carolina’. In 1779 he was banished 
from the province, and later died in Eng- 
land. His younger brother, Moses John De- 
Rosset, was, like his father, a doctor who 
took a prominent part in public life. When 
Colonel James Innes took his regiment to 
Virginia to fight the French and Indians in 
1754, DeRosset was commissioned a captain. 
On the fifteenth of January, 1760, Governor 
Dobbs issued letters pertaining to changing 
the town of Wilmington to a borough, the 
government to consist of a mayor, a recorder 
and eleven aldermen. The freeholders were 
to elect the mayor from the list of aldermen 
on the first Monday of each January. Moses 
John DeRosset was one of the first aldermen 
and was elected mayor in 1766 at the culmi- 
nation of the Stamp Act controversy. It is to 
his credit that he accepted the position, since 
the first choice for mayor refused to qualify 
at so dangerous a period’. In a letter to Gov- 
ernor Tryon, DeRosset said: “Moderation 
ceases to be a virtue when the liberty of the 
British subject is in danger.” He differed 
with his brother on the rights of the Col- 
onies, but did not live to participate in the 
Revolution. The year of his death was 1767. 

Moses John’s son, Armand John DeRosset 
Il, was born the year his father died. He en- 
tered the College of New Jersey (now Prince- 
ton) at 17, and at the conclusion of his work 
there studied medicine at the University of 
Pennsylvania, where he gained the friend- 
ship of Dr. Benjamin Rush and other emi- 
nent physicians. In a letter to Dr. DeRosset 
written on November 24, 1790, Rush de- 
scribed the state of medical education in 
Philadelphia for that year and set forth 
some of his own theories: 


“Our City swarms with students of Medicine. But 
they are nearly equally divided between the College 
and the University. Dr. Shippen’s attachment to 
2. Waddell, A. M.: A History of New Hanover County and 

the Lower Cape Fear Kegion, Wilmington, 1909, vy. 1. 
pp. 52-53. 
3. Waddell (2), pp. 196-197, 
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the latter has been open and impudent this year; 
in consequence of which, Dr. Hutchinson has a larger 
class than Dr. Wistar, and Dr. Kuhn only ten in 
his class, less than I have in mine. I have made 
many additions to my lectures, especially to my 
proximate cause of fever. 

“T consider the action in the arterial system to 
be a convulsion, resembling in many particulars, a 
convulsion of the nervous system. I think I have 
fully established by many facts, my new theories 
of Dropsies. I have lately bled in anasarca, and hy- 
drocephalus with success. In both cases there was 
great excess of jection, or convulsions in 
the arterial system. 

DeRosset was penitence from medical 
schocl in 1790 and returned to Wilmington 
to practice. He gained the reputation of be- 
ing one of the best physicians in the South, 
and was for many years Port Physician of 
Wilmington, a promoter of the Bible Society, 
a lay reader of St. James Church, a Justice 
of the Peace, and a director of the Bank of 
Cape Fear. On November 17, 1847, he wrote: 

“My grandfather, my father, and myself and both 
of my sons have been practitioners of medicine in 
this place. I am still so, having been engaged in 
professional pursuits here nearly 58 years; and have 
prescribed for six generations in one family... .”") 

He performed his last medical service at 
the age of 91, attending a woman in labor. 
He died in 1859. 

Armand’s son, Moses John DeRosset II, 
went to the University of North Carolina for 
undergraduate work and received his medical 
diploma from the College of Physicians and 
Surgeons of New York in 1820. His corre- 
spondence with Dr. Valentine Mott", one of 
the most distinguished surgeons this country 
has produced, is testimony to the high es- 
teem in which DeRosset was held in his 
profession. He practiced six years in part- 
nership with his father, and was active in 
the yellow fever epidemic of 1821. In 1826 
death cut short his medical practice. 

Armand DeRosset II had another son, who 
was his namesake, Armand III. He, too, 
obtained a medical education at the Univer- 
sity of Pennsylvania, but after practicing 
several years he gave up medicine and be- 
came a merchant. He was the father of the 
well known Moses John DeRosset III, one 
of the founders of the first NORTH CAROLINA 
MEDICAL JOURNAL. 

Moses John was born in Pittsboro on July 
4, 1838. During his early years he went to 


1790, to 


4. Letter from Dr. Benjamin Rush, November 24, 
DeRosset 


Dr. Armand John DeRosset, quoted in “The 
Papers” (1). 

5. Letter from Dr. Valentine Mott to Dr. Moses Joltm De 
Rosset II, “The DeRosset Papers” (1). 
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School at Diedrich’s Academy in Geneva, 
Switzerland. After three years there, he 
spent six months in Cologne learning the 
German language. Returning to America in 
1857, he studied medicine with Dr. Gunning 
Bedford of New York and was graduated at 
21 from the Medical Department of the Uni- 
versity of the City of New York. He was 
resident physician at Bellevue Hospital un- 
til the outbreak of the Civil War. Despite 
flattering offers of promotion in a New York 
regiment", DeRosset returned to the South 
and was commissioned assistant surgeon in 
the Confederate Army in 1861. He shared 
the dangers of General Jackson’s campaign 
in the Valley of Virginia, and on his promo- 
tion to full surgeon, he was put in charge of 
the General Hospital No. 4, in Richmond. 


Later he was made inspector of hospitals for 
the Department of Henrico. 


At the close of the war he moved to Bal- 
timore and was appointed assistant to the 
professor of chemistry at the University of 
Maryland, and professor of chemistry at the 
Baltimore Dental College. He decided to spe- 
cialize in diseases of the eye and ear, and in 
1873 went back to Wilmington to practice. 
After five years he moved to New York, but 
in three more years death ended his brilliant 
career in 1881. 


Moses John DeRosset was an intellectual 
man, skilled in his specialty and with an ex- 
tensive knowledge of general science. He 
was interested in the work of the French 
therapists, and issued a translation of Bou- 
chardat’s Annuaire in 1867. In addition to 
this, he wrote many papers on ophthalmolo- 
gy, otology, and the physiology of vision and 
audition. After helping to start the Nortu 
CAROLINA MEDICAL JOURNAL, he continued 
as its editor until 1881. 


The DeRossets contributed to America a 
great family spirit. With a fine medical tra- 
dition they combined religious leadership and 
a social consciousness. They brought honor 
to North Carolina and to the medical pro- 
fession of the state for a period of more 
than a century and a half. 

M. B. T. 


6. Sprunt, J.: Chronicles of the Cape Fear River, Raleigh, 
1914, pp. 251-252. 

7. Hume, EB. E.: Moses John DeRosset, Dictionary of Ameri 
can Biography. New York, Scribner's, 1943, p, 253. 
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THE FORSYTH COUNTY 
RESOLUTIONS* 

Physicians for centuries have enjoyed the 
dignity and joys of private practice, and 
have accepted responsibility for the welfare 
of patients under their care during good 
times and bad, regardless of the patient’s 
ability to pay. 

As the science of medicine increased in 
complexity, physicians sought means of as- 
suring the best care at the least cost to the 
patient. Groups of physicians began to as- 
sociate themselves in clinics for the care of 
their patients. The word “clinic,” it should 
be recalled, is derived from the Greek word 
for bedside, and those first clinics provided 
hospital medical care. The idea proved excel- 
lent, since it allowed each physician to be- 
come adept in some special field of medicine, 
and to acquire facility in the techniques of 
the specialty. Technical advances in diag- 
nostic methods frequently were achieved by 
the development of machines or apparatus 
which in many cases were expensive; their 
cost was borne by the whole group. Since 
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the clinics were able to attract large num- 
bers of patients, the increasing expense of 
the best medical care was borne by the pa- 
tients. It was the ability of the physicians 
who composed them which made the older 
clinics successful. 

The medical miracles which came out of 
these clinics produced in the public’s mind 
the impression that something magic must 
be connected with the clinic. Gradually the 
demand on the clinic became so great that 
outpatient “clinics” were established. In 
these outpatient departments, ‘‘medically in- 
digent” patients were cared for by younger 
men who were in training under the chiefs 
of the hospital or private clinic. 

In the meantime, a similar evolution was 
taking place in the field of public health. 
In the beginning vigorous attack was made 
on the diseases which endangered the com- 
munity as a whole. The control of water sup- 
plies, sewage disposal, and insect vectors— 
environmental sanitation—quickly made tre- 
mendous strides. Soon control of food and 
milk supplies became necessary to extend the 
protection of the community against enteric 
or respiratory-borne diseases which might 
become epidemic. These services are now 
taken for granted. 

Once diseases were controlled at the com- 
munity level, an attack was begun on speci- 
fic infectious diseases. Immunization cam- 
paigns were introduced for the protection 
of the individual in the community against 
typhoid, diphtheria, and other infectious dis- 
eases. The immunization campaigns served 
to publicize preventive techniques and to ed- 
ucate the public. In the process, public health 
began to overlap the field of personal medi- 
cal care in the prevention of disease. 

The community began to recognize that 
certain long drawn out diseases might entail 
such great expense as to be beyond the finan- 
cial abilities of a single family. The treat- 
ment of tuberculosis and of mental diseases 
has now long been accepted as a field of 
personal medical care in which the use of 
public funds is well justified. 

In the absence of rapid effective means 
of treatment, education and publicity were 
inadequate to reduce the incidence of the 
venereal diseases. Case finding through the 
tracing of contacts was introduced to inter- 
rupt the cycle of re-infection and transmis- 
sion of disease. New techniques in case find- 
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ing were then introduced through mass sur- 
veys, utilizing serologic tests for syphilis and 
photoroentgen techniques for the detection 
of tuberculosis. These techniques were ap- 
plied to the detection of unrecognized disease 
in a field accepted by the public and the 
medical profession as properly within the 
scope of public health. 

The success of the mass surveys and the 
public acceptance of them have led public 
health agencies to explore the possibility of 
extending mass detection into other fields of 
specific disease. “Clinics” have been set up 
for the detection of cancer, heart disease, 
diabetes, and other conditions. Any detection 
or screening technique, however, requires 
the services of a physician, at least for in- 
terpretation, if it is to be effectively run at 
a professional level. In many of these clinics 
private physicians work without compensa- 
tion, or in return for a token fee. 

The public expects the clinic to produce 
magic in the detection of disease. The magic, 
however, lies in the physician’s ability and 
not in the machines at his disposal. In the 
public’s mind the screening techniques do not 
represent detection, but diagnosis of disease. 
Diagnosis is inseparable from therapy, and 
is an integral part of medical care. 

In the clinics first set up with public 
funds, the principle was introduced that all 
patients should be seen regardless of their 
ability to pay. When a patient with an or- 
thopedic condition presented himself in a 
Crippled Children’s Clinic, simple inspection 
in a matter of minutes was usually adequate 
to indicate the possibility that an orthopedic 
condition existed. After the presence of some 
such condition had been ascertained, the 
medically indigents were certified as such 
and were cared for with public funds, Pa- 
tients who could afford to pay a private phy- 
sician were referred to one. As new clinies, 
such as those for heart disease, were pro- 
posed, it became apparent that some diseases 
could not be screened by any simple means. 
The detection of heart disease depends upon 
the history and physical examination. Only 
in rare instances, such as the Wolff-Parkin- 
son-White anomaly of conduction, is heart 
disease detected by a laboratory procedure. 
To screen or to detect, then, is to diagnose. 
Once the presence of a disease is diagnosed, 
the patient demands therapy, and it is the 
desire for treatment which usually takes him 
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to the physician. 

Where, then, is the medical profession to 
draw a line? The recent resolutions passed 
by the Forsyth County Medical Society have 
attempted to bring the practice of medicine 
back to historic principles. This society has 
recommended that physicians continue to 
give medical care to indigent patients freeiy 
in their own offices as they have tradition- 
ally done in the past, or utilizing facilities 
provided by public funds when they are 
necessary to care for the case properly. The 
physician has only advice, opinion, and ex- 
perience to offer the patient. He should not 
prostitute these priceless attributes before 
the sacred altar of the “clinic.” 

In the past, public health has been associ- 
ated with preventive medicine in the highest 
sense. Public health departments have 
avoided curative medicine, and in this state 
have referred patients in need of treatment 
to their family physicians. Our public health 
officials in this state have not advocated 
compulsory health insurance, and the use of 
facilities provided by public funds for the 
‘are of medically indigent patients should 
not be confused with the issue of compulsory 
insurance, However, if the present trend in 
the use of public funds for medical care con- 
tinues, it will be but a short time before 
government—federal, state, or local—will 
control the most modern hospital beds and 
diagnostic facilities. The molding of the pub- 
lic mind through this control may inevitably 
force physicians into becoming paid servants 
of government. The Forsyth County Society 
has attempted to point out this trend and 
to restore the private physician to his former 
respected place of dignity in the practice of 
medicine. 

* 
MRS. EDWARD W. JACKSON — 
ASSISTANT EDITOR 

From the very beginning of the Nortu 
CAROLINA MEDICAL JOURNAL, Miss Catherine 
Johnson has been its assistant editor. Her 
only training for the job, besides making 
English her major subject at Meredith Col- 
lege, was as editor of The Acorn, the month- 
ly magazine of the college. She was gradu- 
ated from Meredith just in time to help plan 
the first issue. With the patient help and 
encouragement of the publisher, the late 
Harry Aitchison, volume 1, number 1 came 
off the press in January, 1940. In the decade 
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that has intervened the assistant editor has 
steadily become more proficient. By dint of 
wearing out three successive editions of the 
AMERICAN ILLUSTRATED MEDICAL DICTION- 
ARY she has acquired an excellent medical 
vocabulary. By virtually memorizing the 
most important parts of two editions of Dr. 
Morris Fishbein’s MEDICAL WRITING, and by 
using her training in English plus a natural 
flair for writing, she has become an accom- 
plished medical stylist. Meanwhile she has 
become more and more indispensable to the 
editor—as most of the members of the State 
Medical Society well know. 

It will be noted that on the masthead of 
this issue the name “Mrs. Edward W. Jack- 
son” replaces “Miss Catherine Johnson” as 
assistant editor. This does not mean that 
Miss Johnson has resigned her position, but 
that on May 20 she added to her editorial 
duties the care and feeding of a husband. He, 
in return, will help keep her books in order 
—since he is a certified public accountant. 
For this occupation he was fitted by heredity 
and training. His father, Mr. Frank Lee 
Jackson, has for thirty-five years been treas- 
urer of Davidson College. Naturally the 
young man was graduated from that school. 
He then served in the Eighth Air Force dur- 
ing World War II. After he was discharged 
from the army, he attended the Wharton 
School of the University of Pennsylvania, 
and came to Winston-Salem three years ago 
with the firm of Wilson-Hosick and Com- 
pany. He joined the First Presbyterian 
Church and became a member of its choir. 
Here he and Catherine—who was a soloist 
in the choir—found that they had many 
tastes in common besides a love of music. 
The old, old story was again repeated. 

The couple will continue to live in Win- 
ston-Salem for some time, at least. The edi- 
tor hopes that it will be for many years to 
come, 

This editorial was written without the knowledge, consent, 
or cooperation of the assistant editor. 


* 
THE DOCTOR AND HIS RECREATIONS 


Doctors often prescribe a holiday, or a 
trip, or a change of activity, or a rest. or 2 
hobby. What do they do about it themselves? 
There are so many different ways of occupy- 
ing leisure time that the doctor may have 
difficulty in choosing the particular ones 
that might benefit him the most, and, like 
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the ass in the fable, starves to death because 
he cannot make up his mind between equally 
attractive possibilities. There is also the 
question of finding the leisure time. At the 
beginning of practice, the doctor is tradi- 
tionally supposed to be overburdened with 
leisure time, while after he has established 
a flourishing practice he is overburdened the 
other way. 

Changing personal characteristics and 
changing social customs bring alterations in 
the doctor’s activities. With added years and 
pounds there is less tendency to indulge in 
competitive sports, especially on a team ba- 
sis, and the doctor watches his family grow 
up and overtake him as he shifts from base- 
ball and swimming to golf and to fishing. 
Then there is the ceaseless activity of the 
entertainer to provide spectacles of various 
sorts so that the doctor can take his recrea- 
tion sitting down or stretched out in his 
special radio and television easy chair. He 
doesn’t even have to move from his seat in 
order to scan the world. Perhaps this is a 
good thing, perhaps not. The human being, 
and the doctor in particular, seems to be able 
to adapt himself to life under extraordinarily 
different conditions. The individual person 
can always dig in his garden if he wants to, 
or read a book, or sort his stamp collection, 
or drive across the country. The key to the 
riddle is the wanting to. If he feels the need 
for recreation he has an abundance of out- 
lets. 

There are subtle distinctions between dis- 
tractions, amusements, relaxations and _ re- 
creations. The doctor requires an occasional 
change in the direction of his interests, a 
temporary setting aside of the bedside man- 
ner, a shift from one approach and one goal 
to a different one, to many different ones. 
Sometimes it requires hours or even days to 
divert the current of thought from the in- 
sistent problems of the profession to the 
pleasure of being alive. Half of the ills of 
mankind are traceable to preoccupation with 
the self, and most of these can be prevented 
by cultivation of interests outside of the self. 
Let the doctor compound his own formula 
for recreation and change it from time to 
time in order to meet realistically the prac- 
tical problems arising in his own maturing 
make-up. 

Walter Freeman 


Reprinted from the Medical Annals of the District of Co 
lumbia 19:258 (May) 1950, 
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Clinicopathologic Conference 


Bowman Gray School of Medicine of 
Forest College 


This 59 year old white woman had appar- 
ently been in good health until approxi- 
mately six weeks prior to admission. At this 
time aching developed in both thighs and 
persisted for a period of ten days. Her phy- 
sician informed her that her thighs, legs, 
and ankles were swollen, and told her to 
use local heat for an inguinal adenopathy. 
During the next three weeks she noticed 
cramp-like pain and progressive weakness 
of her lower extremities. She was admitted 
to another hospital and treated for approxi- 
mately ten days with penicillin and intra- 
venous glucose. This afforded some relief 
of pain, but the weakness did not improve. 
For three weeks prior to admission she had 
been confined to bed and was so weak that 
she was unable to turn herself in bed, or 
even to feed herself. Her arms and legs were 
swollen, and motion was painful. The skin 
of the face became slightly erythematous, 
and excoriations developed over her but- 
tocks. 

Four days before admission she began to 
have a cough productive of some slight yel- 
lowish sputum. The next day digitalis and 
diuretics, and a salt-poor diet were pre- 
scribed. There was no apparent relief of her 
edema, although a marked diuresis did oc- 
cur. She had one short episode of diarrhea, 
with approximately five stools in one day. 
Her appetite had been poor throughout her 
present illness, but she had had no vomiting. 
For several days prior to admission she had 
noted a slight daily elevation of tempera- 
ture. There had been no fecal or urinary 
incontinence. 

She had not been exposed to any heavy 
metals, and so far as she knew had eaten no 
poorly cooked pork. The family history was 
strongly positive for hypertension. The past 
history was entirely negative. 

Physical examination: The temperature 
was 99.6 F., pulse 120, respiration 15, blood 
pressure 150 systolic, 75 diastolic in both 
arms. The patient was an acutely ill obese 
white woman, lying flat in bed and unable 
to move any of her extremities. There were 
blotchy, macular, erythematous lesions over 
the face, back, shoulders, and arms. The 
right elbow showed beginning decubitus 
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ulcers and abrasions, The skin was slightly 
seborrheic over the forehead and there was 
considerable dandruff of the scalp. The thy- 
roid was not enlarged. Examination of the 
eyes, ears, nose and throat was negative ex- 
cept for complete anodontia. Scattered reso- 
nant rales were heard at both lung bases. 
Percussion showed the heart size to be at the 
upper limits of normal; the rhythm was reg- 
ular. A soft apical systolic murniur was 
transmitted over the entire precordium. The 
aortic second sound was louder than the 
pulmonic. Examination of the abdomen was 
negative. There was no enlargement of the 
lymph nodes, 

The patient was unable to move her ex- 
tremities, and passive motion was quite 
painful. Marked pitting edema was seen on 
the extremities, back, and shoulders. On neu- 
rologic examination the tendon reflexes were 
found to be generally hypoactive, and the 
abdominal reflexes were absent. The knee 
jerks were absent bilaterally. Vibratory, pin- 
prick, and position sensations were all intact. 
The muscles could not be adequately checked 
because of the massive edema. The _ re- 
mainder of the physical examination was 
within normal limits. 

Accessory clinical findings: The hemo- 
globin was 11.5 Gm., red blood cells 3,970,- 
000, white blood cells 27,000, with 83.5 per 
cent segmented polymorphonuclears, 11.5 
per cent nonsegmented polymorphonuclears, 
3 per cent lymphocytes, and 2 per cent mono- 
cytes. Platelets appeared adequate. There 
was anisocytosis, poikilocytosis, and poly- 
chromatophilia. A blood count made on the 
following day showed 22,500 white blood 
cells, with essentially the same differential 
count. A specimen of urine obtained on ad- 
mission had a cloudy amber color, a specific 
gravity of 1.032, and a pH of 5.5; it was 
negative for albumin and sugar, and con- 
tained 2-3 red blood cells and 2-3 white blood 
cells per high power field. On one occasion 
the urine showed a trace of albumin and 1-4 
granular casts per high power field. Exam- 
ination of the urine for porphyrins was neg- 
ative. The nonprotein nitrogen was 76 mg. 
per 100 cc., cholesterol 198 mg., chlorides 
540 mg., total serum proteins 7.1 Gm. (albu- 
min 2.6, globulin 4.5). The carbon dioxide 
combining power was 28 volumes per cent. 

Blood Kahn was negative. Spinal fluid 
examination revealed a clear fluid contain- 
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ing 64 red blood cells per cubic millimeter; 
no white blood cells were seen; the Pandy, 
Kahn, and colloidal mastic tests were nega- 
tive. A trichinella skin test was negative. 

An electrocardiogram revealed sinus 
tachycardia with a prolonged Q-T interval 
and low voltage of all the T waves. The 
record was interpreted as being abnormal, 
with changes due to pericardial disease, 
myxedema, generalized edema, or myocard- 
ial disease, A roentgenogram of the chest 
was reported as negative. 

Course in the hospital: On the day after 
admission the patient began to have progres- 
sive dysphagia, and frequent nasopharyn- 
geal suction was necessary to keep her air- 
ways clear. 

She was placed on a salt-free diet, with 
multivitamin capsules. Sodium salicylate 
and, at times, fairly large doses of Demerol 
were necessary for relief of her pain. A 
mercurial diuretic was given without effect. 
Because of the collection of mucus in her 
nasopharynx and her dysphagia, penicillin 
was administered as a prophylactic measure. 

On the night of her fourth hospital day 
she became irrational and uncooperative. 
Because of cyanosis and respiratory diffi- 
culty, it was frequently necessary to give her 
a mixture of oxygen and carbon dioxide 
under positive pressure. On the morning of 
the fifth hospital day her temperature sud- 
denly spiked to 105 F., the pulse became 
slow, and cyanosis increased. Her blood 
pressure was 90 systolic, 40 diastolic. She 
was comatose and had marked respiratory 
distress. The administration of 8 mg. of 
lanatoside-C, cardiac and respiratory stim- 
ulants, and Prostigmine produced no appre- 
ciable improvement. During the last twenty- 
four hours she was completely disoriented, 
and fairly large doses of paraldehyde were 
necessary at times for sedation. During this 
entire period of time oxygen and carbon 
dioxide mixtures were given to relieve the 
cyanosis, but without apparent effect. Dur- 
ing the last twelve hours or so her skin be- 
came damp and cold, with purplish splotch- 
ing throughout. The heart sounds became 
weak, and coarse rhonchi were heard 
throughout both lung fields. The pulse rate 
remained approximately 60 per minute. She 
expired quietly on the sixth hospital day. 
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Clinical Discussion 


Dr. GEORGE W. JAMES: This 59 year old 
woman certainly had a systemic disease with 
cutaneous manifestations. It would be of 
some help to have a more complete history, 
especially with regard to any evidence of 
actinic sensitivity, and illness in other mem- 
bers of the family which would suggest the 
possibility of trichinosis. More descriptive 
data concerning the cutaneous findings 
would also be helpful. 

Possible diagnoses which have been con- 
sidered and discarded because of the absence 
of etiologic factors or essential diagnostic 
features are polyneuritis, myasthenia gravis, 
erysipelas, Addison’s disease, rheumatic dis- 
eases, myxedema, deficiency diseases (es- 
pecially pellagra), panniculitis or 
Weber-Christian disease. 

A disease which must be considered more 
seriously is poikiloderma or poikiloderma- 
tomyositis. Essential characteristics of this 
disease, however, are telangiectasia, pig- 
mentation, and atrophy—a triad of cutane- 
ous findings which very closely simulates 
radiodermatitis. Since this patient had no 
telangiectasia or atrophy, this possibility 
can be eliminated. 

Scleredema adultorum, a disease charac- 
terized by solid edema of the head and neck, 
rarely involves the extremities. 

Diffuse progressive scleroderma in the 
acute edematous phase is a possibility which 
we certainly cannot eliminate. However, the 
classic morphologic finding of scleroderma 
—a hard, indurated, somewhat rigid appear- 
ance of the skin—usually develops before 
there is any involvement of the muscle. 
Pathologic studies may be necessary to diag- 
nose this condition, in which obliterative 
blood vessel changes can usually be dem- 
onstrated. 

Disseminated lupus erythematosus is an- 
other diagnostic possibility which we cannot 
absolutely eliminate. As a rule, however, 
this disease begins in the third or fourth 
decade. After the disease process has been 
present as long as a month, there should be 
definite follicular plugging in the lesions 
which could be easily demonstrated by a 
magnifying lens. The articular pain of dis- 
seminated lupus erythematosus may be pres- 
ent months before systemic manifestations 
appear. Leukopenia is more characteristic of 
this disease than the leukocytosis which we 
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have in this case. Arthralgia, renal irrita- 
tion, and relative lymphocytosis are also 
present in most cases. Wasting and degen- 
eration of large muscles are not usually as 
severe as they seemed to be in this case. It 
would be of some interest to know whether 
the so-called LE cell was demonstrated in 
the bone marrow. 

Periarteritis nodosa, a systemic disease 
with non-specific cutaneous manifestations, 
is said to predominate in males by a ratio 
of 4 to 1. This is a disease with protean 
systemic and cutaneous manifestations; 
however, it is usually subacute in nature 
and is characterized by remissions and acute 
exacerbations, irregular fever, tachycardia, 
and eosinophilia. This diagnosis seems un- 
likely in this case. 

Trichinosis also seems unlikely, since we 
have no history of acute food poisoning and 
since the trichinella skin test was negative. 
Usually trichinosis causes spastic paralysis 
and eosinophilia, and pain disappears in two 
to three weeks after infestation. 

There is much evidence to suggest that we 
are dealing with a disease of the muscle with 
cutaneous manifestations of a rather non- 
specific nature. Parenchymatous myositis, a 
disease in which the muscle cell as well as 
the intramuscular fibrous supporting tissue 
is involved, may be either suppurative or 
nonsuppurative in type. Since there is no 
evidence of abscess formation or breakdown 
of the muscular tissues, the suppurative 
group can be eliminated. The three types of 
nonsuppurative myositis are (1) progressive 
myositis fibrosa, in which there are no 
cutaneous manifestations; (2) trichinous 
myositis, which has already been eliminated 
as a diagnostic possibility; and (3) derma- 
tomyositis or polymyositis, a rare disease 
which is fatal in 50 per cent of the cases. 
This disease often has its onset in the fifth 
decade. It involves the muscles of the lower 
extremities first; and later the muscles of 
the shoulder and neck, the muscles of deglu- 
tition, and other groups of muscles. In some 
cases the cardiac musculature is involved to 
such an extent that death may be due to 
cardiac failure. There is usually pain and 
extreme tenderness to pressure over the af- 
fected muscles, and edema is rather con- 
spicuous. The cutaneous changes are non- 
specific, and in some cases are very meager. 
Edema, erythema, pigmentation, rigidity, 
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atrophy, and even calcification may be pres- 
ent. If creatinuria had been demonstrated, 
this finding would strengthen the diagnosis, 
which can be made definitely only on the 
basis of pathologic studies of the muscle 
and skin. 

The temperature elevation on the fifth 
hospital day was most likely due to the de- 
velopment of bronchopneumonia. Since the 
respiratory difficulty was progressive and 
so resistant to oxygen therapy, it is probable 
that this patient had respiratory paralysis. 
There was also involvement of the cardiac 
muscle, which probably brought about car- 
diac failure. It is probable that the autopsy 
showed myocarditis and possibly cardiac 
hypertrophy and cardiorenal changes. 

While the possibility of acute diffuse 
lupus erythematosus, periarteritis nodosa, 
or the acute stage of scleroderma or trichi- 
nosis cannot be completely eliminated, this 
case fits best into the picture of acute derm- 
atomyositis with marked destruction of the 
muscles. 

Anatomie Discussion 

Dr. JEROME O. WILLIAMS*: The pertinent 
and interesting findings at autopsy were in 
the muscles throughout the entire body, par- 
ticularly the pectoralis and psoas muscles, 
which were pale and friable. The skin of 
the forehead had a pale purplish tinge; 
otherwise no remarkable lesions or discolor- 
ation could be detected in the skin. The heart 
was not enlarged, but was pale and flabby. 
There was pleural effusion on the right. The 
liver was normal in size but showed an ex- 
treme fatty metamorphosis with congestion. 

Microscopic findings: The muscles showed 
swelling, hyalinization, and degeneration of 
the fibers in the areas involved. Some of the 
fibers had undergone complete necrosis; 
these were replaced by hyperactive sarco- 
lemmic nuclei and exhibited some evidence 
of lymphocytic infiltration. In the necrotic 
areas there was an infiltration of macro- 
phages with removal of cellular debris (fig. 
1). The vascular changes in some of the 
organs were particularly prominent. Patchy 
areas of bronchial pneumonia were present 
in both lower lobes. The alveoli contained 
“heart failure” cells as well as some typical 
corpora amylacea. The spleen showed mod- 
erate congestion. There was thinning of the 


* Trainee in Cancer, National Cancer Institute. 
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showing swelling, hyalinization, and degenera- 
tion of muscle fibers with some necrosis. There 
is hyperplasia of the sarcolemmic nuclei, with 
some lymphocytic infiltration, 


surface epithelium, beneath which there 
appeared to be increased fibrosis of the 
corium, with a marked to moderate lympho- 
cytic infiltration which was predominantly 
perivascular in distribution (fig. 2). 

In one section of the thyroid there was 
found a small adenoma of the fetal variety. 

Dr. C. C. CARPENTER: The diagnostic pos- 
sibilities in this case are relatively limited, 
but the case is an extremely difficult one to 
interpret. The diagnosis of dermatomyositis, 
or preferably polymyositis, should be con- 
sidered first. The muscular changes and the 
changes noted in a biopsy of the skin, as 
well as the gross findings at autopsy and 
prior to death, are all compatible with that 
diagnosis. This is not the typical case, in 
which the lesions resemble scleroderma and 
show hyalinization and proliferation of the 
arterioles, This is rather the type of case 
which O'Leary classed as acute fulminat- 
ing’. He described a group of cases in 
which the muscle degeneration was primary, 


Waisman, M.: Dermatomyositis; A Study of Forty Cases, 
Arch, Dermat, & Syph. 41:1001-1019 (June) 1940. 
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Fig. 2. Photomicrograph of the skin, showing 
thinning of the surface epithelium with fibrosis 
of the corium and perivascular lymphocytic 
infiltration. 


and which showed relatively little change 
otherwise. He offered no explanation, how- 
ever, for the development of this lesion. 

The second diagnosis to be considered is 
thyrotoxic myopathy. This possibility is sug- 
gested by the finding of hyperplasia with 
some involution in the thyroid gland, by the 
fatty changes in the liver, and by the muscle 
changes. There are certain myotoxic sub- 
stances which, theoretically at least, are 
detoxified by the liver’. Against the diag- 
nosis of thyrotoxic myopathy, however, is 
the extreme rarity of reported cases in 
which the acute condition was found. Only 
one such case has been reported in the lit- 
erature to date, though a number of reports 
concerning the chronic type and the ophthal- 
moplegic type can be found. 

Trichinosis was considered clinically, and 
could be. considered from the pathologic 
standpoint also. Against this diagnosis is 
the complete lack of histologic evidence and 
the extreme degree of muscular degenera- 
tion, which is not customarily found in trich- 
inosis. 

The acute muscular dystrophies, particu- 


2. Thorn, G. W. and Eder, H. A.: Studies in Chronic Thyro 
toxic Myopathy, Am. J. Med. 1:5838-601 (Dec.) 1946. 
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Fig. 1. Photomicrograph of the psoas muscle, Pe 
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larly the so-called pseudo-hypertrophic mus- 
cular dystrophies, can be ruled out by 
the patient’s age, by the peculiar distribution 
of the dystrophic changes, and by the acute 
development of the dystrophy. Most cases 
are believed to represent chronic changes 
occurring over long periods of time. 

Attaching a name to this case will not in- 
crease our understanding of the etiology of 
the muscular lesion, nor of the general pro- 
cess involved. It may well be a hypersensi- 
tivity reaction related to disseminated lupus 
and scleroderma", 


Anatomic Diagnoses 

1. Generalized muscular degeneration, 
cutaneous atrophy, and edema and perivas- 
cular lymphocytic infiltration in the cutis 
(dermatomyositis) 

2. Bronchopneumonia, both lower lobes 

3. Extensive fatty metamorphosis of the 
liver 

4. Microscopic hyperplasia of the thyroid 
with involutional changes 

5. Pleural effusion (right) 


3. Banks, B. M.: Is There a Common Denominator in Sclero 
derma, Dermatomyositis, Disseminated Lupus Erythemato- 
sus, Libman-Sacks Syndrome, and Polyarteritis Nodosa? 
New England J. Med, 225:483-444 (Sept. 18) 1941. 


Physicians Advised on New Treatment for 
Amebiasis 

This new treatment is called Milibis, described by 
Dr. J. B. Rice, director of medical research for Win- 
throp-Stearns, Inc., as “more powerful than the 
amebacides heretofore available and yet of such 
low toxicity that side effects from its use are very 
rare.” 

“Milibis is an organic arsenic bismuth compound 
in which the metals are so firmly bound and so 
slowly and incompletely split off that it is impos- 
sible to administer enough by mouth to kill animals 
in acute toxicity experiments.” 

“In addition to its powerful amebacidal effect, 
Milibis also offers the antidiarrheal action of bis- 
muth. Milibis has produced clinical and laboratory 
cures of intestinal amebiasis in over 80 per cent 
of cases after administration in from one to four 
courses of 0.5 Gm. in tablets three times daily for 
seven days each.” 

Milibis was developed by the Sterling-Winthrop 
Research Institute in Rensselaer, N. 


Advertisers in our journal are carefully selected. 
Only those meeting our advertising standards may 
use the facilities of our pages. No advertisement 
wili be accepted which, either by intent or inference, 
would result in misleading the reader. May we sug- 
gest that you review the ads in each issue of our 
journal and, when occasion arises to prescribe pro- 
ducts featured or use the facilities offered, tell them 
you saw their ad in the North Carolina Medical 
Journal. 


COMMITTEES AND ORGANZATIONS 


Committees and Organizations 


PUBLIC RELATIONS COMMITTEE 


THE MEDICAL PROFESSION’S 
PUBLIC RELATIONS 


W. FRANK PHILLIPS* 
CHARLOTTE 


Members of the medical profession can 
gain both illumination and guidance along 
the intricate path of public relations they 
are traveling today by recalling the unhappy 
position of the banking profession during 
the bank holidays of 1933, when banking was 
definitely in the doghouse of public opinion. 
It was, indeed, a grave and critical time for 
the banks of the country. 

In the main, the bankers of America met 
this crisis honorably and unflinchingly, just 
as the majority of our physicians are meet- 
ing their ever-growing problem of public 
relations today with courage and awareness. 

Prior to 1933 the banking profession 
broke out with a rash of superiority com- 
plexes that left the public bristling with ill 
will. Wisecrackers were taking jabs at bank- 
ers openly on every street corner in the 
country. Americans were suddenly face to 
face with life in an altered world . . . with 
new adjustments, new ideas, new habits of 
thought, and a new order of values replac- 
ing the old; for an era, a state of mind, had 
abruptly ended and the psychological climate 
was changing. 

About this time the banking profession 
realized that ill will would overwhelm them 
if not corrected. The Financial Public Rela- 
tions Association and the American Bank- 
ers Association launched intensive public 
relations campaigns. The banking profession 
put aside its mask of superiority, got down 
to bedrock, and tried to determine what the 
public thought about them and why the pub- 
lic was antagonistic. Open forums offered 
an excellent means of finding out what 
people thought. The bankers realized that 
before any profession or individual can cor- 
rect an Opinion, it must first be learned 
what the opinion is and why it came about. 

Medical public relations today is in a 
period of transition. During the last hun- 


"Chairman, Public Relations and Public Education Com 
mittee, North Carolina Bankers Associaton. 
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dred years medical science has progressed 
more than ever before in history. It has 
forged new and powerful weapons for the 
conquest of disease, but we have not yet 
learned how to use them in a society whose 
structure has changed basically in the past 
century. There is a great deal of unrest in 
the medical world as a result of this para- 
doxical situation. While some physicians are 
fully aware of the trends of the time and 
have the courage to face the problem openly 
and to seek its best possible solution, others 
are afraid of any change. 

It is not enough to be technically good 
bankers and good doctors. We must realize 
that public understanding of our profes- 
sional problems is our greatest weapon 
against socialization. Most of those who are 
urging the enactment of foolish and bizarre 
legislation today would not do so if they were 
drawing conclusions from true facts rather 
than a jumble of misinformation. 

A prominent educator said recently that 
“freedom’s greatest threat today is too much 
government; that all limits to government 
action may be swept away.” He was ringing 
a warning bell which the physicians of the 
country will do well to heed. As he said, the 
increase of government power is a danger, 
not only to our liberty, but also to our moral 
code. If government takes the responsibility 
for everything, including the future of the 
medical profession in this country ... if the 
individual is relieved of responsibility for 
his own welfare, that individual will lose his 
sense of responsibility, and his moral] fiber 
will be weakened. 

As our morality and our sense of respon- 
sibility are weakened, the government is 
left free to pursue its unbridled course, and 
that present course is toward inflation, 
which will wipe out our wealth. This infla- 
tion, as the educator said, “has come from 
government-managed economics, from gov- 
ernment favoritism to certain pressure 
groups, in disregard of the national in- 
terest.” This inflation is destroying our 
wealth, because people who put by savings 
in 100-cent dollars will draw them out in 
60-cent dollars, or in dollars worth even less. 
Big government is the greatest danger to 
liberty. 

With that thought in mind, the doctors 
should never forget the importance of their 
day-by-day contacts with patients as a 
means of increasing public understanding 
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of their professional problems. In the final 
analysis, it is the attitude of the public 
which will determine the path medicine will 
follow during the years ahead. 

The function of the physician is no longer 
regarded as being limited to the care of the 
sick. The physician is an integral part of 
the community he serves. Modern medicine 
is entering a period in which organization 
and service seem destined to play a promi- 
nent and perhaps somewhat exaggerated 
role. The introduction of business methods 
and business phraseology into a profession 
which has hitherto been singularly free from 
a business atmosphere is good public rela- 
tions and a praiseworthy attempt on the 
part of the doctors to give the public an op- 
portunity to benefit more systematically 
from the extensive, though often compli- 
cated, advances of modern medicine. 

Any reorganization of the medical profes- 
sion that threatens the personal bond be- 
tween doctor and patient is to be approached 
cautiously, even if the object appears at 
first sight to be more thorough and careful 
practice. With the exception of the relation- 
ship that one may have with a member of 
one’s family, there is no human bond that 
is closer than that between physician and 
patient, and attempts to substitute the meth- 
ods of machine or organization, be they ever 
so efficient, are bound to fail. New needs 
and opportunities are to be recognized and 
met as well as possible, but the chief thing 
is to be certain that the effective doctor- 
patient relationship is not lost. The truth of 
the matter is that the practice of medicine 
is intensely personal and no system of con- 
trol can be substituted for the personal re- 
lationship. 

The controversies over socialized medicine 
have not changed the fact that many people 
who need doctors are without them, and that 
a great deal of distress could be prevented 
by closer attention of the doctors to the 
general health of the community. It is pos- 
sible for the pendulum to swing too far in 
the trend toward specialization. . . Medical 
educators and leaders must take the situa- 
tion in hand before it is too late. Sympa- 
thetic public relations is the first step to- 
ward public understanding. The course 
seems clearly indicated. What we need is 
less of the system and law that kills and 
more of the spirit that gives life. The true 
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physician, with his rare blending of learning 
and humanity, incisiveness of intellect and 
sensitiveness of spirit, has the medical pro- 
fession’s public relations in the palm of his 
hand. 

I recall overhearing a question asked 
about a certain doctor ... and the answer 
has always stuck in my mind. It is the 
answer to present-day medical public rela- 
tions in a nutshell. “What sort of a doctor 
is he?” “Well, I don’t know much about his 
ability, but he has a very good bedside 
manner.” 


BULLETIN BOARD 


INAUGURAL REMARKS OF 
PRESIDENT ROSCOE D. McMILLAN 


I hardly recognized whom President 
Murphy was talking about—what the words 
meant, or to whom he could be referring. 

It is difficult for me to express how deep- 
ly grateful I am to you for conferring on me 
this high honor. I consider it not only an 
honor but a manifestation of your friendship 
and your trust. While I am deeply appreci- 
ative of this honor, I am also acutely aware 
of the manifold problems that are facing the 
medical profession today and tomorrow. I 
shall need your counsel, your advice, and 
your loyalty, and I know that I can count 
upon this. 

From the bottom of my heart I thank 
you, and I hope to justify your confidence. 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Dr. David T. Smith, professor of bacteriology at 
Duke University, is the new president of the Na- 
tional Tuberculosis Association, Dr. Smith took of- 
fice at the Annual Meeting of the Association held 
in Washington, D. C., April 24-28. 

Other officers installed at the Washington meet- 
ing include Dr. Alton S. Pope of Massachusetts, 
president-elect of NTA; Dr. Grover C. Bellinger, 
Oregon, president of American Trudeau Society, and 
Dr. John H. Skavlem, of Ohio, president-elect. 

a 

The Greensboro Tuberculosis and Heart Associa- 
tion’s offices have moved: 

From: 401 Piedmont Building 
Greensboro, N. C. 

To: 502 N. Elm Street 
Greensboro, N. C, 
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STATE BOARD OF MEDICAL EXAMINERS 


The Board of Medical Examiners of the State of 
North Carolina will meet at the Atlantic Beach 
Hotel in Morehead City on Saturday, July 22, at 
10 a.m., at which time it will interview applicants 
for licensure by endorsement of credentials. 


NEWS NOTES FROM THE STATE BOARD OF 
HEALTH 


At the nineteenth annual meeting of the Southern 
Branch of the American Public Health Association, 
held in Birmingham, Alabama, Dr. C. C. Applewhite, 
Director of the State Board of Health’s Division of 
Public Health Administration, was chosen as one of 
the Association’s three vice presidents, Dr. J. W. R. 
Norton, State Health Officer, is a member of the 
Governing Council and was a member of this year’s 
nominating committee. 

Dr. Philip E. Blackerby, Jr., dental director of 
the W. K. Kellogg Foundation, stated that the North 
Carolina Public Health Dental Program now is 
recognized as one of the nation’s greatest. 


* * 


Field studies on x-ray shoefitting machines were 
begun by the Industrial Hygiene Unit of the State 
Board of Health in July, 1949. Since then, 115 estab- 
lishments have received the services of 125 visits. 

The Industrial Hygiene Section has the responsi- 
bility for the protection of all occupational groups 
against disease effects resulting from their employ- 
ment. In this instance, the source of the hazard also 
affects the patrons served. Too often, there has not 
been a clear understanding of the purpose of these 
machines, either on the part of the customer or the 
salesman. This fact has resulted in frequent, re- 
peated exposure, for dangerously long total expo- 
sure time for the customer, the salesman operator, 
and fellow salesmen within range of the stray and 
bounce radiation. 

X-ray shoefitting machines should be used only 
for the final fitting for the benefit of the salesman 
when he feels there is some doubt as to the fit of 
the fleshy parts of the foot in the new shoe. Com- 
petent salesmen have repeatedly stated that shoe- 
fitting machines are necessary aids only in occa- 
sional cases of doubt. X-ray shoefitting machines 
are useful tools for competent shoe fitters, but dan- 
gerous playthings. 

Although this application of x-ray has all the un- 
feelable and unseeable hazards of high energy radi- 
ation, shoefitting can be installed, maintained and 
operated safely. To realize their benefits requires 
rigorous adherence to good practices by proprietors, 
salesmen, and customers, 

* * * 


Miss Lucy Lee Knox and Miss Florence Burnett, 
mental health nurses, are the first representatives 
of this nursing specialty to work in North Carolina 
mental health clinies, Miss Knox is on the staff of 
the Charlotte City Health Department, and Miss 
Burnett has joined the staff of the Psychosomatic 
Clinic, Duke Hospital. 


NoRTH CAROLINA HEALTH COUNCIL 
The North Carolina Health Council held a State- 
wide Health Conference at the Sir Walter Hotel, 
Raleigh, June 14-15, 
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NORTH CAROLINA PHARMACEUTICAL 
ASSOCIATION 


Prescriptions For Veterans 

For the information of participating physicians, 
the following comments are made in order to clarify 
the circumstances under which prescriptions may 
be written for beneficiaries of the Veterans Admin- 
istration to be filled by participating pharmacies 
at no cost to the veteran: 

1, The basie consideration in writing prescrip- 
tions, which are prepared in duplicate*, is that the 
attending physician has in his possession an author- 
ity covering outpatient treatment during the period 
when the veteran is under his care. The authority 
to write prescriptions under such circumstances is 
limited to the period set forth in the authority it- 
self. Under ordinary circumstances, authorizations 
cover a thirty-day period, Any prescription written 
after the expiration date of the authority is not valid 
and will not be covered at VA expense. 

2. It is essential that the attending physician 
bear in mind that prescriptions for medications may 
be written for treatment of the service-connected 
disability only. Failure to observe this stipulation 
will result in a denial of the claim for reimburse- 
ment on the part of the Veterans Administration. 
The authority to prepare prescriptions is also con- 
fined to those cases which are considered as being 
outpatient treatment cases and there is no authority 
for writing prescriptions in connection with cam- 
pensation examinations and hospitalization. 

VA Pharmacy Service Department 
J. Smith, Secretary. 

“A pad of prescription blanks printed in accordance 
with the requirements of the NCPA—VA Prescrip- 
tion Service Agreement will be sent on request and 
without cost. Address the NCPA, Drawer 151, 
Chapel Hill, N. C. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Members of the staff who presented papers before 
the Biochemistry and Physiology Section of the 
North Carolina Academy of Science during the 
forty-seventh annual meeting at Catawba College, 
Salisbury, on May 5 and 6 included Drs. Creed Me- 
Fall, Harold D. Green, Richard Pollitzer, Parker R. 
Beamer, Ben J. Lawrence, Jr., Adam B. Denison. Jr., 
J, Maxwell Little, Camillo Artom, Dorothy Tuttle, 
William A. Wolff, James F, Donnelly, and Marjorie 
Swanson, Dr. Swanson served as secretary for the 
group. 

* 

Alumni Day was observed at the medical school on 
May 16, with approximately 100 alumni present for 
the occasion. During the morning visits were made 
to the medical school laboratories, Baptist Hospital, 
Graylyn, and the new site of Wake Forest College 
at Reynolda. A series of clinics were held in the 
amphitheatre during the afternoon, including sur- 
gery, obstetrics-gynecology, medicine, pediatrics, 
neurology-neuropsychiatry, and neurosurgery. Dr, 
©, C, Carpenter, dean, was speaker during the din- 
ner held at the Old Town Club. 

* * * 

Dr. David Cayer, associate professor of internal 
medicine, was one of the speakers for the vicennial 
program of the Duke University medical alumni in 
Durham on April 29. His subject was “Use of 
Radioactive Phosphorus in the Study of Certain 
Forms of Liver Disease.” 

* * t 
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Forty-one students received their M.D. degrees, 
and two received M.S. degrees from the Bowman 
Gray School of Medicine in commencement exercises 
scheduled for June 4 and 5 at Wake Forest. It was 
the first time that graduation exercises had been 
held at Wake Forest since the medical school moved 
to Winston-Salem. Dr. Sankey L. Blanton, dean of 
the school of religion, delivered the commencement 
address, and Dr. Wingate M. Johnson paid tribute 
to Dr. Thurman D, Kitchin, retiring president. 


DUKE MEDICAL POSTGRADUATE COURSE 


The Duke Medical Postgraduate Course was held 
at Duke Hospital in Durham, June 12-15. 


EDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 


The regular monthly meeting of the Edgecombe- 
Nash Counties Medical Society was held on Mav 
10, 1950. Dr. L. C. Koch of Rocky Mount presented 
an illustrated talk on “The Pathology of Cirrhosis 
of the Liver.” Drs. K. D. Weeks and John Smith 
reported on the recent meeting of the American 
College of Physicians. 


ForsyTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society passed the 

following resolutions on April 12, 1950. 

1. That the Forsyth County Medical Society an- 
prove and continue professional support of all 
clinies affording medical care to indigent pa- 
tients. 

That the Forsyth County Medical Society av- 
proves establishment of special clinics for the 
medical care of patients, regardless of the eco- 
nomic status if the disease constitutes a hazard 
to public health (such as tuberculosis and vener- 
eal disease). 

That all other clinics supported by federal or 
state tax funds, and not restricting medical care 
to indigent patients, or to natients with diseases 
that constitute a hazard to public health, be rec- 
ognized as violating the code of ethics of the 
A.M.A., the State Medical Society, and the For- 
svth County Medical Society. 

That the members of the Forsyth County Medi- 
cal Society agree to continue to give adeauate 
medical care to all known indigent patients either 
through voluntary uncompensated service in es- 
tablished clinics or in their own offices. 

That the membership of this society and the 
various clinics in Forsyth Countv be requested 
to conform to these fundamental principles of 
medical practice. 

That refusal to comply with this reauest be de- 
clared a violation of the code of ethics of this 
society. 

That these recommendations, if adopted by the 
Forsyth County Medical Societv, be transmitted 
to the proper officials of the State Medical So- 
ciety, and a copy of this resolution be sent to 
each County Medical Society in the state. 
That our Public Relations Committee advise the 
press of these facts, in order that the public may 
know that physicians are anxious to continue 
adequate medical care for all indigent patients. 
That the medical indigent be defined by the same 
standard as that used by the North Carolina 
State Welfare Board, 
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NEws NOTES 


Dr. Dan P. Boyette has announced the opening of 
his offices for the practice of pediatrics in Ahoskie. 
* 

Dr. J. S. Hiatt, Jr., associate superintendent of 
the North Carolina Sanatorium at McCain, has been 
certified in pulmonary disease by the American 
Board of Internal Medicine. 

ae 

Dr. Annie Louise Wilkerson of Raleigh has an- 
nounced the removal of her offices from the Wood- 
ward Building to 100 South Boylan Avenue. 


OAK RIDGE INSTITUTE OF NUCLEAR STUDIES 


The cancer research program conducted by the 
Medical Division of the Oak Ridge Institute of 
Nuclear Studies in cooperation with the Southern 
medical schools will be in full operation by July 1. 

small research staff has been assembled, and a 
20-bed clinical unit, together with laboratories, 
treatment rooms, and radiation storage facilities 
has been constructed and equipped. 

The program is designed to study the treatment 
of neoplasms through the use of radiation from 
radioactive isotopes. It is being financed by the 
Atomic Energy Commission through reimbursement 
under the Institute’s contract with AEC, 

Patients to be treated will be selected and referred 
only by staff members of participating Southern 
medical schools. These include the Bowman Gray 
School of Medicine of Wake Forest College, the 
Duke University School of Medicine and the Uni- 
versity of North Carolina School of Medicine. 

The physicians at these schools who will under- 
take to refer suitable patients will be guided by the 
principle that no patient will be considered for ad- 
mission if the neoplastic condition is amenable to 
effective surgical or x-ray therapy. In view of the 
limited facilities only two or three types of neo- 
plasms will be under study at any one time. 

A Board of Medical Consultants exercises general 
supervision of the Institute program. It is com- 
posed of Dean Wilburt C. Davison, School of Medi- 
cine, Duke University, Chairman; Dr. George T. 
Harrell, professor of internal medicine, Bowman 
Gray School of Medicine; Dean Vernon W, Lippard, 
Department of Medicine, University of Virginia; 
Dr. Douglas H. Sprunt, professor of pathology, Col- 
lege of Medicine, University of Tennessee; Dean Roy 
R. Kracke, of the Medical College of Alabama, and 
Dr. Robert B. Taft, professor of radiology, Medical 
College of South Carolina, 


AMERICAN HEART ASSOCIATION 


A new section reviewing the latest advances in 
the cardiovascular field and pointing out their prac- 
tical application where appropriate, will be added 
to Circulation, The Journal of the American Heart 
Association, in the fall of 1950. The new section, to 
appear monthly under the heading, “Clinical Prog- 
ress,” will be edited by Dr. Herrman L. Blumgart, 
Professor of Medicine, Harvard Medical School. 
Circulation is published monthly by Grune and 
Stratton, New York, N. Y. 

The new section will include contributions by 
recognized authorities ranging from 4,000 to 8,000 
words, and representing critical judgments of the 
current status of the subjects handled. While his- 
torical reviews of the subject will not be included, 
some six or eight important bibliographic references 
will be made. 
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AMERICAN MEDICAL ASSOCIATION 
National Conference of County Medical 


Society Officers 

The Seventh National Conference of County Med- 
ical Society Officers (Grass Roots Conference) is 
scheduled for Sunday morning, June 25, at the 
Palace Hotel in San Francisco, The program will 
begin at 9:45, following registration at 9 o’clock. 

Dr. A, M. Mitchell of Terre Haute, Indiana, is 
chairman of the conference. 


COURSE IN POSTGRADUATE 
GASTROENTEROLOGY 


The National Gastroenterological Association an- 
nounces that its course in Postgraduate Gastroen- 
terology will be given at the Hotel Statler in New 
York City on October 12, 13, 14, 1950. 

The course, which will again be under the personal 
direction of Dr. Owen H. Wangensteen, professor 
of surgery, University of Minnesota Medical School, 
will cover the following subjects: diseases of the 
mouth; diseases of the esophagus; peptic ulcer; dis- 
eases of the stomach; diseases of the pancreas; 
cholecystic disease; psychosomatic aspects of gas- 
trointestinal disease; diseases of the liver; diseases 
of the colon and rectum; and other miscellaneous 
subjects, including pathology and physiology, radi- 
ology, and gastroscopy. 

The distinguished faculty for the course has been 
chosen from medical schools in New York City as 
well as out of town, 

For further information and enrollment, write to 
the National Gastroenterological Association, Dept, 
GSJ, 1819 Broadway, New York 23, N. Y. 


WESTERN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS 


The Western Association of Industrial Physicians 
and Surgeons invites all American Medical Associa- 
tion members to attend its meeting on Sunday, June 
25, 1950 (the day prior to the opening of the A.M.A. 
convention), from 9:00 a.m. to 5:00 p.m., in the 
Curran Theater, 456 Geary Street, San Francisco 
The program includes: Tetanus Prophylaxis in Pre- 
viously Immunized Persons, Rodney R. Beard, M.D.; 
Medical Administrative Problems in Workmens 
Compensation Cases, a panel; A Rest Regime for 
Acute Back Sprain, Christopher Legge, M.D. and 
Harry W. Walker, M.D.; Psychosis, a Side Door 
Out of Industry, Frank Tallman, M.D.; and Job 
Placement in the Rehabilitation of Alcoholics, a 
panel. 

(BULLETIN BOARD CONTINUED ON PAGE 312) 


Eaton Laboratories Announces Furaspor, a 
Powerful, New Fungicide 

Eaton Laboratories, Inc., Norwich, New York, an- 
nounces a powerful new fungicide for the topical 
treatment of tinea capitis: Furaspor. Furaspor Oint- 
ment was used with excellent results in a recent 
epidemic of tinea capitis due to Microsporum au- 
douini among school children in Baltimore. Cure cr 
marked improvement was produced in the majority 
without necessity for roentgen epilation. 

Preliminary clinical trials on other fungus infec- 
tions are yielding highly promising results. 

Furaspor is one of the antimicrobial nitrofurans 
and is chemically related to Furacin, the topical 
antibacterial agent. 

Furaspor Ointment is packaged as a 1 per cent 
concentration in a water-dispersible, non-staining, 
odorless, vanishing cream base, in 3 ounce jars, It 
is available on prescription only. 
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AUXILIARY 


HISTORY OF THE STEVENS BED 


The Auxiliary to the Medical Society of 
the State of North Carolina is a compara- 
tively young organization. At first not many 
of the doctors’ wives attended the state 
meetings, but as the group grew more in- 
terest was manifested, and in 1927 the Wom- 
an’s Auxiliary was organized by a group of 
ladies, with Mrs. P. P. McCain taking the 
initiative. 

After a few years the ladies decided to 
support and endow a bed at the State Sana- 
torium, which was called the McCain Bed. 
This plan proved so interesting that in 1939 
another fund was started to endow a second 
bed. The Western North Carolina Sanatorium 
had just been completed, and it was decided 
that the second bed should be placed there. 


Mrs. C. F. Strosnider of Goldsboro, presi- 
dent of the Auxiliary, appointed Mrs. James 
Vernon of Morganton chairman of the com- 
mittee to name the bed. She was given the 
authority to choose two other members for 
the committee. Mrs. A. A. Kent of Granite 
Falls and Mrs. S. M. Bittinger of Black 
Mountain were selected. 


The committee decided to name the bed 
in honor of Dr. Martin L. Stevens of Ashe- 
ville. Dr. Stevens was a pioneer specialist 
in tuberculosis. He was a charter member 
of the combined board for the McCain and 
Western North Carolina Sanatoriums, and 
was most active in bringing the sanatorium 
to western North Carolina. It was very fit- 
ting that the bed be called the Martin L. 
Stevens Bed. 


The first chairman was Mrs. J. L. Reeves 
of Canton. Mrs. Myrtle Grady, a nurse, was 
the first occupant. Following her came our 
first doctor, Dr. Grimes Byerly from Lenoir. 


In 1941 two funds were set up to support 
the two beds. 


Mrs. Reeves continued as chairman of the 
Stevens Bed until 1945, when Mrs. G. M. 
Billings of Morganton was appointed chair- 
man. Mrs. Stevens gave $1000 to buy War 
Bonds toward the endowment of the bed. 
Our fund had now grown to $1440.50. Miss 
Effie Daniels, another nurse, was our guest. 
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In 1946 Mrs. D. M. Tanner came to the 
bed. She recovered sufficiently to leave the 
Sanatorium, and Louise Stamey became the 
next occupant. She was discharged, and in 
1947 Miss Liselotte Schuman was the guest 
of the bed. During this year Mrs. Stevens 
gave another thousand dollars and the coun- 
ty auxiliaries became very much interested 
and contributed freely. Our fund reached 
$3054.88. 


In 1948 Miss Mary Vick, a student nurse 
at McCain, was taken sick just before grad- 
uation and was transferred from McCain to 
the Stevens Bed. Each year Mrs. Stevens 
gave $1000, and the county auxiliaries con- 
tinued to contribute. 


In 1949 Miss Vick left, and Miss Schuman 
came back to the bed. After she left Miss 
Vick had a relapse and returned. She re- 
covered sufficiently to leave, and a young 
doctor, Marcellino Guzman, a native of the 
Philippines, and a member of the staff of 
the Sanatorium, became ill and was assigned 
to this bed. Dr. Guzman has sufficiently re- 
covered to be at work in Philadelphia. 


This year, 1950, our Stevens Bed Fund 
has been increased to $8562.45. We are very 
close to our goal—the completion of the en- 
dowment of ten thousand dollars which we 
hope will help greatly toward providing the 
upkeep funds for the bed. 


These beds, the McCain at McCain Sana- 
torium and the Stevens at the Western North 
Carolina Sanatorium, as well as the Cooper 
Bed at the Eastern North Carolina Sana- 
torium, were all established by the Auxiliary 
to the State Medical Society to be used first 
by doctors and their families, and second, by 
nurses. 


WANTED 

Copies of the NORTH CAROLINA MEDI- 
CAL JOURNAL for April and December, 
1949. Fifty cents will be paid for each copy 
of one of these issues received in good condi- 
tion at the office of the business manager, 
Mr. J. T. Barnes, 203 Capital Club Building, 
Raleigh. N. C. 


June, 1950 


BOOK REVIEWS 


Normal Values in Clinical Medicine. By F. 
William Sunderman, M.D., Ph.D., Professor 
of Experimental Medicine and Clinical 
Pathology, University of Texas Postgrad- 
uate School of Medicine; and Frederick 
Boerner, V.M.D., Late Associate Professor 
of Clinical Bacteriology, Graduate School 
of Medicine, University of Pennsylvania. 
845 pages with 413 tables and 237 figures. 
Price, $14.00, Philadelphia and London: 

W. B. Saunders Company, 1949, 

The preface of this excellent reference work be- 
gins with a very apt quotation from Lord Kelvin: 
“When you can measure what you are speaking 
about and express it in numbers, you know some- 
thing about it; when you cannot express it in num- 
bers, your knowledge is of a meager and unsatis- 
factory kind.”’ The authors, with the assistance of 
forty-four collaborators (all but two from the 
Philadelphia area), have attempted to collect into 
ene volume as much as possible of the vast store of 
determinations of normal values useful in clinical 
medicine, A systemic form of presentation is used, 
with sections (each consisting of two to twelve chap- 
ters) on the circulatory system, blood, blood chem- 
istry, respiratory system, digestive system, nervous 
system, urinary system, male and female reproduc- 
tive systems, skeleton and muscles, skin, eye, ear, 
nose, ‘endocrines, metabolism, anatomical normals, 
teeth and saliva, and miscellaneous data. 

The text material is clear and concise, but all 
possible data on measurements are _presented in 
tabular form. The sources of the findings summar- 
ized are cited, and extensive bibliographic references 
are given at the end of each chapter. The variety of 
measurements made on normal persons is surprising 
in its scope, including everything from the common- 
ly used clinical studies to measurement of the bit- 
ing force between individual opposing teeth with a 
lydraulic ganthodynamometer. Wherever possible, 
variations in normal values that occur with age, sex, 
or other pertinent factors are given. 

The work is apparently quite up to date, even 
including a five page table of the properties of 
ninety-eight cyclotron-produced radioisotopes. An 
excellent index, covering 27 pages, contributes 
greatly to the ease with which the volume may be 
used for reference, 

It is most unfortunate that one of the authors, 
Dr. Boerner, did not live to see this work in print. 
The reviewer feels that the book will be a most 
welcome addition to the general reference works 
available, and may serve as a fitting monument to 
the industry and thoroughness of the authors. 


Fundamentals of Internal Medicine. By 
Wallace M. Yater, M.D., M.S. (in Medicine), 
F.A.C.P., Director, Yater Clinic, Washing- 
ton, D. C.; formerly Professor of Medicine 
and Director of the Department of Medi- 
cine, Georgetown University School of 
Medicine; Physician-in-Chief, Georgetown 
University Hospital; Physician-in-Chief, 
Gallinger Municipal Hospital, Washington, 
D. C.; and Fellow in Medicine, the Mayo 
Foundation, Ed. 3. 1451 pages. Price, $12. 
New York: Appleton-Century-Crofts, Inc., 
1949, 

One who reads various sections of this book must 
be impressed with the ability of the author and his 
fellow contributors to compress so much informa- 
tion into so little space. Even with their ability to 
say much in a few words, the third edition is almost 
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a third larger than was the first. This increase in 
size does not mean that the style is more verbose, 
but that the past twelve years have added a tre- 
mendous amount of factual information to the sub- 
ject of internal medicine, The clear, simple style of 
the book makes it easy to read, and it can be highly 
recommended as living up to the purpose of the 
first edition: “To present the minimum amount of 
knowledge of clinical medicine a medical student 
or general practitioner should have at his finger 
tips.” Furthermore, any internist may well profit 
from having it in his library, 


Harvey Cushing, Surgeon, Author, Artist. 
By Elizabeth H. Thomson. Foreword by 
John F. Fulton, 347 pages. Price, $4.00. 
New York: Henry Schuman, Inc., 1950. 

This biography of Harvey Cushing is well-written, 
concise, and not without its share of good humor. 
It is written primarily for lay readers and for those 
physicians whose interests lie outside the field of 
neurologic surgery. This book is highly recom- 
mended to those interested not only in the life of 
a _— surgeon but in the life of a great man as 
well, 


Classified Advertisements 


YOUNG PHYSICIAN WANTED FOR 
GENERAL PRACTICE 
The services of a young physician are desired 
in Mt, Olive, North Carolina. Town of 4,000 
population and thriving surrounding farm 
area offer fine opportunity for location. 
Office facilities in heart of business district 
always occupied by physicians will be offered 
rent free until physician establishes himself. 
Mt. Olive stands 13th in the state in the num- 
ber of rural patrons served by its postoffice, 
all of whom are dependent upon the town for 
its medical service. Interested parties should 
get in touch with Mr. W. K. Lewis, Mt. Olive, 


PHYSICIAN WANTED 
WANTED: Experienced eye, ear, nose, and 
throat physician to take over practice, well 
established by two physicians, in one of best 
cities in the state; big pay rolls. For price of 
equipment full details will be furnished. New 
100 bed hospital building in the community. 
Reply to Box 1606, Raleigh, N. C. 


FOR SALE 


Instruments in good condition—60 items— 
scales, centrifuge, microscope, axis traction 
forceps, examining table (everything to begin 
practice). Reply to: 
North Carolina Medical Journal (60-16) 
Box 1606 
Raleigh, N. C. 


LOST, while attending the State Medical So- 
ciety meeting at Pinehurst, one small sun- 
burst pin. Center small diamond surrounded 
by small pearls. The finder is requested to 


notify 
Mrs, Alfred A. Kent, Jr, 
Granite Falls, N. C. 


312 


BULLETIN BOARD 


(CONTINUED FROM PAGE 309) 


First INTERNATIONAL CONGRESS ON 
DISEASES OF THE CHEST 


The First International Congress on Diseases of 
the Chest, sponsored by the American College of 
Chest Physicians and the Carlo Forlanini Institute 
of Rome, Italy, will be held in Rome on September 
17-22, 1950, with the patronage of the Italian Gov- 
ernment and the cooperation of the National Insti- 
tute of Social Providence and Italian Federation 
against Tuberculosis. One hundred subjects will be 
presented by more than 100 speakers. 


AWARD FOR OUTSTANDING RESEARCH IN THE 
FIELD OF INFERTILITY 


The American Society for the Study of Sterility 
offers an annual award of $1000, known as the 
Ortho Award, for an outstanding contribution to the 
subject of infertility and sterility. Competition is 
open to those in clinical practice as well as indi- 
viduals whose work is restricted to research in the 
basic sciences. Essays submitted for the 1951 con- 
test must be received not later than March 1, 1951. 
The prize essay will appear on the program of the 
1951 meeting of the Society. For full particulars, 
address The American Society for the Study of 
Sterility, 20 Magnolia Terrace, Springfield, Mass. 


DEPARTMENT OF DEFENSE 


Navy Offers 200 Hospital Internships to 1951 
Medical School Graduates 

Rear Admiral C. A. Swanson, Surgeon General 
of the Navy, has announced that 200 rotating in- 
ternships in U. S. Naval hospitals will be available 
a medical students who will graduate in 
1951. 

Applications for the naval internships will be ac- 
cepted beginning on December 19, 1950, in accord- 
ence with the Association of American Medical 
Colleges’ cooperative plan for appointment of  in- 
terns. However, a Naval intern must meet all re- 
quirements for commission in the Medical Corps of 
the U. S. Naval Reserve and it is necessary, there- 
fore, that applications for Naval Reserve commis- 
sions be submitted prior to the December date. 

Prospective applicants for internships should visit 
the Naval Officer Procurement office nearest their 
homes as soon as possible and apply for a Naval 
Reserve commission, so that this application may 
be processed well in advance of February 20, 1951, 
the deadline for notification of successful internship 
candidates, 

Candidates for Naval internship are selected from 
volunteers who agree to serve a minimum of 24 
months of active duty from the date of commence- 
ment of their intern training. Appointees are com- 
missioned Lieutenant (junior grade) in the Medical 
Corps of the Naval Reserve. On graduation from 
medical school they receive the pay and allowance 
of their rank while serving as interns and on active 
duty, When ordered to other duty upon completion 
of internship, they also qualify for an additional 
compensation of $100 per month.- 

Applications and further information concerning 
the program may be obtained from any office of 
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Naval Procurement, or by writing to the Personnel 
Division, Bureau of Medicine and Surgery, Navy 
Department, Washington 25, D. C. 


* 


Military Use of Iodine to Disinfect Drinking Water 
Recommended as Result of Army-Navy Research 

The military use of a standard iodine compound 
for individual disinfection of drinking water in can- 
teen quantities has been recommended as the result 
of a recent joint Army-Navy research project at 
Majuro Atoll in the Marshall Islands, Pacific. 

Medical research officers found that compounds 
releasing free iodine in concentrations of eight parts 
per 1,000,000 were highly effective disinfecting 
agents, and produced no ill effects among personnel 
using water thus treated. 

The controlled research study, which continued 
over a period of six months, was conducted on the 
Pacific atoll because toxic effects are more readily 
anparent under tropical conditions. 

Although iodine had been used previously for dis- 
infecting water, no conclusive studies had been re- 
corded as to its toxicity when consumed in diluted 
amounts by humans over an extended period of time 
in a tropical climate, 


UNITED STATES ATOMIC ENERGY 
COMMISSION 
Atomic Energy Commission Publishes Technical 
Handbook on Aerosols 

A 147-page Handbook on Aerosols has been pub- 
lished by the United States Atomic Energy Com- 
mission in connection with its program for control 
of radioactive wastes at atomic energy facilities. 
The Handbook consists of 11 chapters by various 
authors, originally prepared as part of the Summary 
Technical Keport of Division 10, National Defense 
Research Committee. 

Engineers and others charged with preventing 
atmospheric contamination by radioactivity need 
basic knowledge of the behavior of dusts, fumes and 
mists. The Handbook on Aerosols summarizes pres- 
ent knowledge in this field. 

The Handbook on Aerosols may be obtained from 
the Superintendent of Documents, U. 8S. Govern- 
ment Printing Office, Washington 25, D. C., at a 
cost of 60 cents per copy. 


VETERANS ADMINISTRATION 


Dr. John B. Barnwell, chief of the Tuberculosis 
Division of the Veterans Administration Depart- 
ment of Medicine and Surgery, received the 1950 
award of the National Tuberculosis Association— 
the Trudeau medal—for his accomplishments in the 
fight against tuberculosis. 

The presentation was made in connection with 
the recent meeting of the National Tuberculosis 
Association in Washington, D. C. 

Tuberculosis is no longer a disease of young 
people primarily, but has shifted to the middle aged 
and older age brackets, Dr. Paul B. Magnuson, Chief 
Medical Director of the Veterans Administration, 
stated recently. 

Dr. Magnuson said, “Our veteran population is 
growing into the peak of the disease and not out 
of it.” 

The number of veterans suffering from tubercu- 
losis and in need of hospitalization will not reach 
a peak unti! 1955, Dr. Magnuson estimated. 
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PULMONARY EDEMA 
AND PAROXYSMAL 
CARDIAC DYSPNEA 


‘The development of pulmonary 
edema at night may in certain cases 
be prevented and in addition effec- 
tively treated by intramuscular... 
administration of aminophyllin in 
dosages of 0.5 Gm.""! 


The diuretic action of Searle Amino- 
phyllin frees the tissues of excessive 
fluid; its myocardial stimulating ac- 
tion improves the efficiency of heart 


contractions. 


G. D. Searle & Co., Chicago 80, Ill. 


ORAL...PARENTERAL...RECTAL DOSAGE FORMS 


*Contains at least 80% of anhydrous theophylline. 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 


1. Barach, A. L.: Edema of the Lungs, Am. Pract. 3:27 
(Sept.) 1948. 
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The Greensboro, North Carolina 


ALCOHOLISM TREATED AS A DISEASE 50 years experience Male patients 
exclusively -Mental cases not accepted. No patient locked up or forced to take treatment. 
Experienced physicians’ counseling is designed 
for maintenance of sobriety after rehabilitation. 


Reservations by Telephone 2-4413, Greensboro, North Carolina. Postoffice Box 29. 


A. F. FORTUNE, M. D, MEDICAL DIRECTOR BEN F. FORTUNE, M. D., ASSOCIATE MEDICAL DIRECTOR 


LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Fifteen Years of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES 


incontestable after one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for po | during which premium is paid. 


Loss of Time: Pays $200.00 per month 
for Total Disability due to ACCIDENT LIFE 


Loss of Time: Pays $200.00 per month 
for Total Disability due to SICKNESS up to $4800.00 


Hospital or Graduate Nurse at home, 
$100.00 per month, edditionally, up to 200.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 50.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 
222 PIEDMONT BLDG. GREENSBORO, N. C. 
F. W. SARLES, STATE MANAGER 


June, 1950 ADVERTISEMENTS 


She's 


Tempted 


by Forbidden Foods 


/) S. she weakens—she goes on an ice cream bender. Y% TABLETS 


Will she return to the prescribed course of calorie-counting, or will this 2.5 mg. and 5 mg. 


be the turning point when many physicians prescribe DesoxyN 
Hydrochloride? There’s good reason for prescribing Desoxyn—a little ELIXIR 
goes a long way. Small daily doses decrease the craving for food, (2.5 mckgei fuidrachm) 


increase the energy output and impart a feeling of well-being 
AMPOULES 


which encourages dietary adherence. 
20 mg. per cc. 


Smaller dosage is possible because weight for weight Desoxyn is more 
potent than other sympathomimetic amines. One 2.5-mg. tablet 
before breakfast and another about an hour before Junch is usually 
sufficient. A third tablet may be taken in midafternoon if necessary, 
and if it does not cause insomnia. Investigators have shown, too, 

that Desoxyn has a faster action, longer effect and relatively few 
side-effects. With judicious use Desoxyn is safe, simple and effective. 


Why not give it a trial? On it may lean the continued 
cooperation of a sweet-famished obese patient. Abbott 


PRESCRIBE DESOX YN’ Hydrochloride 


( Methamphetamine Hydrochloride, Abbott) 
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. ». recommended by the State Medical Society 


Mr. Charles H. Sims, C.L.U. 


Sima Seruire 
ear r. ms: 


The service you performed for me regarding 
my Life Insurance in planning a very defini’ 


rv Life Insurance program was very good indeed. 
This Se ice has been used by Your assistance in obtaining for me refunded 
premiums on my Life Insurance following my 


hundreds of North Carolima =| seat tn 1916 was greatly appreciated. 
ours truly, 
M. 


doctors... You too can benefit 
by its use! No obligation. 


An invaluable service to professional men. 


yi “(Write Name and Address and Mail for Appointment.) 


CHARLES H. SIMS, C.L.U. 


ASSOCIATE GENERAL AGENT 


STATE MUTUAL LIFE ASSURANCE Co. 
512 SOUTHEASTERN BLDG. — GREENSBORO, N. C. 
P.O. BOX 1950 DIAL 2-1086 


DISPEL 
UNWANTED 
ODORS 


PROFESSIONAL SET 
No. 15-012 Suggested for use 
in physicians, dentists and 
other professional offices. 
Contents: only hes 


OZIUM is fost—o light touch on the lever of 5,0. 900 te let 
the dispenser releases a fine vaporizing spray 
which quickly permeates every comer of the COMMERCIAL SET 

room. No, 1E-024 Usually specified 


for use in hospitals, 
OZIUM is fortified with both propylene glycol schools, hotels, offices, 


and triethylene glycol, both of which have factories, public buildings, 
been prominently featured in public health, theatres and similar prem- 

4 ontents: | only let Dispenser, blue enamel fin only “pres- 
lent bactericidal quelities sure-packed” OZIUM refills. Price: $11.00 the complete set. 
OZIUM is ient—the disp is light OZIUM REFILLS 
in weight, compact, unobtrusive and is easy For use in either commercial or professional dispensers. 
to use. No. 012 OZIUM refills. 

rice: 

OZIUM is economical, costing less than one 024 24 “pressure-packed” OZIUM refills. 
cent to treat the average small office or room. Price: $8:00 per box. 


POWERS & ANDERSON 


Norfolk, Va. Winston-Salem, N. C. 
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A Modern Hospital 
for the 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 


both male and female. 


Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quiet serene mountains 
of Virginia, conducive to rest, comfort and recuperation. Doctors inspection invited. 


For information phone or write. 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11. 
Salem, Virginia — Phone Salem 287 


Copyright 1948. H. N. Alford, Atlanta, Ga. 


XxXI 

: 
fy 

| 
a 

: 
D 
3 


ADVERTISEMENTS 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


ASHEVILLE 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charman Carroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 


Associate Director 


BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


Vv 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Vv 


Jas. N. BRAWNER, M.D. 
Medical Director 


ALBERT F. BRAWNER, M.D. 
Dept. for Men 


Jas. N. BRAWNER, JR., M.D. 
Dept. for Women 


KEEP HANDS SURGICALLY CLEAN 
Wherever You Go! 


Gamophen Soap contains hexachlorophene 
(2°), the most effective, longest-acting skin 
antiseptic known. 

With Gamophen, the standard surgical scrub 
can be safely cut from 15 minutes to 3 minutes. 
Regular use of Gamophen—at home, in the 
office, in the hospital—establishes a protective 
antibacterial film which exerts a continuous 
action. Gamophen will not irritate the skin. 

ETHICON SUTURE LABORATORIES, INC. 


CAROLINA SURGICAL 
SUPPLY COMPANY 


RALEIGH DURHAM 
NORTH CAROLINA 


June, 1950 
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SEALTEST SERVES A 


More Than TOPS in Food-Energy 


70,000 ... Tops in Appetite-Appeal 
DOCTORS 


Yes, Sealtest Ice Cream is rich in vitamins, 
for the removal of proteins, calcium, and 10 vital amino 
skin growths, tonsil acids. It’s just plain good for you. And 
tags, cysts, small tu- 
mors, superfluous hair, 
and purity of Sealtest Ice Cream is con- 
fulguration, bi-active tinually guaranteed by the Sealtest Sys- 
coagulation. 


it’s delicious too. The creamy smoothness 


tem of Laboratory Control. 
Now, completely re- 
made by Southern Dairies, Inc. 
provides more power 
and smoother control 
... affording better cos- 
metic results and great- 
er patient satisfaction. 
Doctors who have used 
this new unit say it pro- 
vides for numerous new 
technics and is easier, 
quicker to use. 


545° compete 


Write“ Hyfrecator Folder” 
on your prescription blank 
or clip your letterhead to 
this advertisement. Re- 
print of Hyfrecator tech- 
nics mailed free on request. 


THE BIRTCHER CORPORATION 
5087 Huntington Drive los Angeles 32, Calif 


HYFRECATOR DEALERS 
Winchester-Ritch Surgical Co., Greensboro called 
Winchester Surgical Supply Co., Charlotte 

Wachtel’s, Inc., Asheville | M 
Powers & Anderson, Inc., Winston-Salem Ic E CREA 


Carolina Surgical Supply Co., Durham : 
Get the Best — Get Sealtest! 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. 


E. H. E. Taylor, M.D. 


J. T. Vernon, M.D. 


roadoaks Sanatérium 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 


The three medical officers of the staff reside at the sanatorium and devote their full time 


to the care and service of the patients. 


Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY Intensive Course in Surgical Technic, two 
weeks, starting June 19, July 24, August 21. 
Surgical Technic, Surgical Anatomy and Clinical Sur- 

gery, four weeks, starting July 10, August 7, 
September 11. 
Personal Course in General Surgery, two weeks, start 
ing September 25. 
Surgery of Colon and Rectum, one week, starting 
September 11. 
Ksophageal Surgery, one week, starting October 16. 
Breast and Thyroid Surgery, one week, starting June 
26, October 2. 
Thoraci¢ Surgery, one week, starting June 12, Oct. 9. 
Gallbladder Surgery, ten hours, starting June 19, 
October 23. 
Fractures and Traumatic Surgery, two weeks, start 
ing June 12, October 9. 
Basic Principles in General Surgery, two weeks start- 
ing September 11. 
GYNECOLOGY— Intensive Course, two weeks, starting 
June 19, September 25. 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing September 1s, 
OBSTETRICS--Intensive Course, two weeks, starting 
September 11. 
MEDICINE—Intensive General Course, two weeks, 
starting October 2. 
Electrocardiography and Heart Disease, two weeks, 
starting July 17. 
Gastroscopy, two weeks, starting July 17, Sept. 25. 
DERMATOLOGY—Formal Course, two weeks, starting 
October 16, 
Informal Clinical Course every two weeks. 
UROLOGY Intensive Course, two weeks, starting Sep 
tember 25. 
Cystoscopy, Ten Day Practical Course every two wks. 


GENERAL. INTENSIVE AND SPECIAL COURSES IN ALL BRANCHES 
OF MEDICINE, SURGERY AND THE SPECIALTIES 


TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 


Address: Registrar, 427 South Honore St., Chicago 12, Il. 


Have you ever prescribed a 


Residence levator? 


Where climbing stairs is painful or dan- 
gerous to a patient, a Residence Ele- 
vator may be a boon or even a lifesaver. 
These elevators are handsome, com- 
pletely safe, and simple to operate. The 
average two story installation costs less 
than $2,000.00. We shall be glad to have 
our representative call or send full 
literature to you or your patients with- 
out cost or obligation. 


MONARCH ELEVATOR 
& MACHINE CO. 


GREENSBORO, N. C. 


The Largest Elevator Manufacturer in the Southeast 


June, 1950 
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This is your seal of health service, Doctor, 


in the North Carolina community-life picture 


provided in North Carolina only through Hospital Saving at Chapel Hill. Let's 
prove that over 400,000 members of your own Hospital Saving can’t be wrong. 
Every patient provides you with an opportunity to endorse, recommend and 
support the Association. This is your way to banish forever the idea of RX 


by regimentation. BLUE CROSS for hospitalization and BLUE SHIELD for sur- 
gery—an unbeatable combination. S 


Look Fer The Sign of Double Approval 


HOSPITAL SAVING Association 


AT CHAPEL HILL 
North Caroline's ONLY OFFICIAL combined 
BLUE CROSS-BLUE SHIELD progrom 


Neuse Forest Home New Bern, N. C. 


TELEPHONE 4730 


wit 


7 ‘ > 


A private institution for rest, convalescence, hypertension, selected mild nervous 
and alcoholic. Lying-in hospital for unwed mothers, completely confidential. Adequate 
visiting physicians and nurses assure individual care and treatment. 

Located three miles from New Bern on the banks of the lovely Neuse River in 
quiet and beautiful surroundings. Swimming, boating, fishing and other diverting 
amusements are unexcelled. 

Further detailed information on request. 


MRS. EDITH GREENE, R.N. (Supt.) 
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GLENWOOD PARK SANITARIUM 


GREENSBORO 
M. D. 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. River, M.D., Medical Director 


Address; GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


ACCIDENT - HEALTH - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


COME FROM 


$5,000.00 accidental death $8.00 

$25.00 weekly indemnity, Quarttrly 
accident and sickness 

$10,000.00 accidental death $16.00 


$50.00 weekly indemnity, Quarterly 


accident and sickness 
$15,000.00 accidental death $24.00 
£75.00 weekly indemnity, Quarttrly 

accident and sickness 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, Quarterly 

accident and sickness 
Cost has never exceeded amounts shown. @ Torpedoed on the Murmansk run 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES —nearly frozen to death in an open boat—both 
\ND CHILDREN AT SMALL ADDITIONAL COST legs lost below the knee—ex-Merchant Marines 
Michael McCormick and William Morris walked 
85¢ out of each $1.00 bape art etctea used unaided in three weeks. They could look for- 
for members’ benefit ward with certainty to leading a normal life 
again. To these men, as to thousands of other 
$3,700,000.00 $16,000,000.00 Hanger wearers, the phrase “Hanger is a sym- 
INVESTED ASSETS PAID FOR CLAIMS bol of help and hope” is a concrete truth proven 

$200,000.00 deposited with State of Nebraska for protection by every day of their future lives, 

of our members. 


Disability need not be incurred in line of duty— ARTIFICIAL 
benefits from the beginning day of disability eee TANGE LIMBS 
PHYSICIANS CASUALTY ASSOCIATION 256 Hillsboro St. 735 N. Graham St. 

PHYSICIANS HEALTH ASSOCIATION Raleigh, N. C. Charlotte, N. C. 


48 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA, 2, NEB. 
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Doctor... 


Here are two great Spot Tests that simplify urinalysis 


GALATEST ACETONE TEST 
(DENCO) 
For the rapid detection of Acetone 
in urine or in blood plasma 


A LITTLE POWDER 
A LITTLE URINE COLOR REACTION IMMEDIATELY 


The simplest, fastest urine 
sugar test known 


Galatest and Acetone Test (Denco) ... Spot Tests that require 
no special laboratory equipment, liquid reagents, or external 
sources of heat. One or two drops of the specimen to be tested 
are dropped upon a little of the powder and a color reaction 
oceurs immediately if acetone or reducing sugar is present. 
False positive reactions do not occur. Because of the simple 
technique required, error resulting from faulty procedure is 
eliminated. Both tests are ideally suited for office use, labora- 
tory, bedside, and “mass-testing.” Millions of individual tests kins, 39802, 8) 
for urine sugar were carried out in Armed Forces induction 


| 
| BIBLIOGRAPHY 
and separation centers, and in Diabetes Detection Drives. | Metabolism—2 Ed., Phila., 
! 


Joslin, E. P., et al.: Treatment 
of Diabetes Mellitus 
Ed., Phila., Lea & Febiger, 
1946-—-P, 241, 247. 

Lowsley, O. S. & K?frwin, T. J.: 
Clinical Urology—-Vol. 1, 2 
Ed., Balt., Williams & Wil 


The speed, accuracy and economy of Galatest and Acetone Test ba * ai aitead 
(Denco) have been well established. Diabetics are easily taught Stanley, Phyllis: anid Anineie 
the simple technique. Acetone Test (Denco) may also be used ~ Journal of | Medical Tech. 
for the detection of blood plasma acetone. 


nology—-Vol. 6, No. 6, Nov., 
Write for descriptive literature. 


1940 and Vol 9, No. 1. 
Jan., 1943. 

THE DENVER CHEMICAL MFG. Co., INC. 

163 VARICK STREET, NEW YORK 13, N. Y. 


A private psychiatric sanatorium 


offering modern diagnostic and 


— 


~ TE treatment procedures — electro- 
WESTBROOK - shock, insulin, psychotherapy, oc- 
cupational and recreational ther- 

S$ ATORIUM- apy — for nervous and mental 
disorders and problems of ad- 


diction. 


4 


STAFF Westbrook is located on a 125 acre 

estate of wooded land and spa- 

Paul V. Anderson, M.D. cious lawns, affording opportuni- 
drome ties for outdoor recreational activ- 

Rex Blankinship, M.D. ities. Illustrated booklet on 


Medical Director 
Ernest H. Alderman, M.D. request. 
Associate 
John R. Saunders, M.D. 
Associate 


Thomas F, Coates, M.D. 
Associate Phone 5-3245 Richmond, Virginia 


DR. J. K. HALL * 1875-1948 
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J. P. King, M.D. 
T. E. Painter, M.D. 


SAINT ALBANS SANATORIUM > 


RADFORD, VIRGINIA 


100-bed private hospital for the diagnosis and treatment of psychiatric disorders, 
including alcoholism and drug addiction 


Diplomates American Board of 
Psychiatry and Neurology 
J. K. Morrow, M.D. D. D. Chiles, M.D. 


J. L. Chitwood. M.D., Medical Consultant 


SOLID BRONZE SIGNS 


Cast solid bronze signs, drilled with screws 


3” x 12”—§7.20. 3” x 14”—$8.40. 3” x 
Add $1 for each additional line on above. 

4" x 14”--$12.30. 4” x 16”—$14.10. 4” x 18—$15.85 
5” x 16”—$17.60, 5” x 20”—§22.00. 6” x 20’’—$26.40 
CHECK MUST ACCOMPANY ORDER 
Ask for prices of other sizes. 

Also “Waiting eanetf other signs 8” x 12” 
7.20, 


LAUER METAL CO. 
1108 Cathedral Street Baltimore 1, Md. 


Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, expert 
a Limited enrollment, amusements, 

ial diets, medical care if necessary. 


ntrance made at any time. Write for 


Booklet. 
Mrs. J. Bascom Thompson, Principal 
THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 


June, 1950 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O, Box 1716 Telephones: 1004-1005 
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EARNING A LIVING!! 


A doctor’s greatest asset is his ability to earn a living. If he is away 
from his practice, income ceases while expenses and overhead continue. 


Your answer to that problem is your Society’s Plan of Sickness and 
Accident Insurance adopted in 1940. If not already insured under the Plan, 
write for full information today. Tomorrow could be too late. 


$5,000.00 Principal Sum — $216.66 per month if disabled 
Annual Premium - $80.00 — Semi-Annual Premium - $40.50 


J. L. CRUMPTON, State Mgr. 


Post Office Box 147 Durham, N. C. 
—Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


Asheville, North Carolina 


tment of nervous and mental disorders, alcohol and 


An institution for rest, convalescence, the di sis and tr 
drug habituation. 
Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative nts are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Amp! 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
Medicine: 


Alexander G. Brown, Jr., M.D. 


Manfred Call, III., M.D. 
M, Morris Pinckney, M.D. 


Alexander G. Brown, III., M.D. 


John D, Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverley B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S, Hurt, M.D. 
Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
Stuart N. Michaux, M.D. 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. - 
L, O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
Randal A. Boyer, M.D. 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


Charles C. Hough 


June, 1950 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


June, 1950 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOYE’S SANITARIUM 


Meridian, Mississippi 


{Internal medicine. including diagnosis and 
treatment of nervous and 
alcoholics and narcotic addiction. Especially 
interested in giving narcotic cases gradual 
reduction. Convalescents, aged and infirm 
admitted. 

Shock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
and non-cooperative patients not accepted. 
A good place to spend a vacation. 

Write P. 0. Box 106 or Telephone 3-3369 


M. J. L. HOYE, M.D. 
Superintendent 
Fellow of the American Psychiatric Association 
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BENADRYL 


This is the season when bleary-eyed, 
sneezing patients turn to you for the rapid, 
sustained relief of their hay fever 


symptoms which BENADRYL provides. 


Today, for your convenience and ease of administration, 


BENADRYL Hydrochloride 
(diphenhydramine hydrochloride, 
Parke-Davis) is available in a 
wider variety of forms than ever 
before, including Kapseals®, 
Capsules, Elixir and Steri-Vials®. 
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 PARKE, DAVIS & COMPANY IP) 


Special formula products 


of wide interest 


to physicians 


To aid in solving the perplexing 
infant feeding problems encountered 
in daily practice. Literature, 
including formula tables, 
available on request. 


ans) 


MEAD JOHNSON & CoO. 
EVANSVILLE 21,IND., U.S.A. 


Alacta* —Powdered half-skim milk, for use 
when fat tolerance is low or gastric emptying pro- 
longed, as in hot weather or during bouts of infec- 
tious disease. An outstanding milk product for 
prematures. 


Casec* —A concentrated (889) protein supple- 
ment highly useful in dietary management of diar- 
rhea and colic. Valuable for increasing the pro- 
tein content of the formula or diet. 


Mead’s Powdered Lactic Acid Milk No. 2 — 
Acidified whole milk. Valuable when a milk of 
exceptional digestibility is indicated, as for mal- 
nourished or undernourished infants and in cer- 
tain digestive disorders. 


Mead’s Powdered Protein Milk— Powdered 
lactic acid milk of high protein, low carbohy- 
drate and average fat content. Highly useful in 
celiac disease and in diarrhea. 


Nutramigen * —A _ nutritionally adequate truly 
hypoallergenic food—containing a nonantigenic 
casein hydrolysate combined with carbohydrate, 
fat, minerals and crystalline B vitamins. Inval- 
uable for infants sensitive to milk or other foods. 


*T.M. Reg. U.S. Pat. Off. 
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